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Foreword 


In  the  rendering  of  services  to  blind  persons  there 
are  many  individuals  whose  long  years  of  dedication 
to  the  work  have  merited  for  them  a  revered  place  in 
the  annals  of  history.  Seldom  does  a  person  with  only 
a  few  years  of  work  with  blindness  make  such  a  niche 
for  himself.  But  among  the  few  who  made  their  im¬ 
print  in  a  very  short  space  of  time  was  Dr.  Louis 
Cholden. 

In  presenting  this  memorial  edition  of  selected  papers 
of  Dr.  Cholden,  the  American  Foundation  for  the 
Blind  is  honoring  not  only  Dr.  Cholden  but  also  itself. 
It  is  a  privilege  to  make  this  cogent  material  available 
to  the  public. 

The  Foundation  is  presenting  this  book  with  the 
firm  conviction  that  those  who  read  it  will  be  chal¬ 
lenged  by  the  content  and  will  be  refreshed  by  the 
essentially  human  approach  of  this  sensitive  scholar. 

M.  Robert  Barnett 


EXECUTIVE  DIRECTOR 
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Louis  S.  Cholden,  M.  D. 


Dr.  Cholden’s  untimely  death  on  April  26,  1956  in  an 
automobile  accident  deprived  American  medicine  of 
the  services  of  a  young  man  whose  brilliant  achieve¬ 
ments  and  sterling  character  had  won  the  respect  of 
all  who  knew  him.  During  the  brief  span  of  thirty- 
eight  years  he  also  positively  influenced  the  lives  of 
many  of  us  who  benefited  from  the  creativity  he  ex¬ 
ercised  in  his  professional  activity. 

The  tragedy  occurred  while  he  was  on  his  way  to 
the  airport  in  Los  Angeles  from  which  he  was  to  fly  to 
Chicago  to  attend  the  convention  of  the  American 
Psychiatric  Association  where  he  was  scheduled  to 
participate  as  moderator  of  one  of  the  panels. 

Lou  Cholden  was  born  and  reared  in  Chicago,  Illi¬ 
nois.  Having  lost  his  father  at  the  age  of  seven,  it  was 
necessary  for  him  to  assist  himself  throughout  his  edu¬ 
cational  career.  This  he  did  primarily  by  singing  in 
temple  choirs  and  by  playing  the  bass  viol  in  various 
orchestras.  His  main  interests  soon  became  apparent, 
however,  and  his  studies  increasingly  turned  to  the 
field  in  which  he  later  was  to  become  so  successful. 

In  1941,  he  was  awarded  a  Bachelor  of  Science  de- 
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gree  in  bacteriology  from  the  University  of  Illinois 
and  in  1947  he  received  his  Doctor  of  Medicine  degree 
from  the  Chicago  Medical  School,  after  the  comple¬ 
tion  of  his  internship  at  Edgewater  Hospital  and  Uni¬ 
versity  Hospital.  He  knew  by  that  time  that  he  wanted 
to  specialize  in  psychiatry  so  in  his  characteristically 
thorough  way  he  entered  the  University  of  Chicago 
to  study  with  Dr.  Carl  Rogers.  In  1950,  he  obtained 
a  Master’s  degree  in  psychology,  then  attended  the 
Menninger  School  of  Psychiatry  and  did  his  psychi¬ 
atric  residencies  in  Topeka  hospitals  for  the  mentally 
ill. 

Among  Dr.  Cholden’s  many  professional  assign¬ 
ments,  some  of  the  most  significant  were:  Afember  of 
the  faculty  of  the  Chicago  Aledical  School;  psychiatric 
consultant  to  the  counseling  and  testing  department  of 
Roosevelt  College  (now  Roosevelt  University);  psy¬ 
chiatric  consultant  for  the  Kansas  Rehabilitation  Cen¬ 
ter  for  the  Adult  Blind;  acting  chief,  Chronic  Psychi¬ 
atric  Service,  National  Institute  of  Health;  psychiatric 
consultant,  American  Foundation  for  the  Blind;  and 
assistant  clinical  professor  of  psychiatry  at  the  Univer¬ 
sity  of  California  Medical  School  at  Los  Angeles. 

One  of  the  highlights  of  his  career  was  his  partici¬ 
pation  in  the  television  show  Out  of  Darkness  on 
Columbia  Broadcasting  System’s  Omnibus ’  Series  on 
March  28,  1956.  Filmed  in  cooperation  with  the  Amer¬ 
ican  Psychiatric  Association  and  the  National  Associa¬ 
tion  for  Mental  Health,  the  show  was  designed  to 
depict  to  the  public  what  can  now  be  done  to  cure 
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mental  illness.  The  show  was  described  by  critics  as  a 
tremendous  experience. 

Dr.  Cholden’s  interest  in  blind  persons  dates  from 
1950.  That  year  he  casually  walked  into  the  Kansas 
Rehabilitation  Center  and  asked  Mr.  Jerry  Dunham, 
then  chief  instructor,  “Can  you  use  any  psychiatric 
help?”  Thus,  a  new  approach  to  the  age-old  problems 
inherent  in  the  rehabilitation  of  blind  individuals  was 
begun.  From  the  beginning,  his  effort  was  to  apply 
the  knowledge  we  have  about  people  to  the  specifically 
identified  segment  who  have  been  known  as  “the 
blind,”  and  whom  we  now  know  as  people  who  hap¬ 
pen  to  be  blind.  His  repeated  plea  was  for  the  intro¬ 
duction  of  experimentation,  research  and  demonstra¬ 
tion  to  supplant  the  prevailing  approaches  which  too 
frequently  were  based  on  tradition,  prejudice  and  ex¬ 
pediency.  He  is  sorely  missed  in  this  field. 

William  L.  Dauterman 

Lubbock,  Texas 
February  1958 


Psychiatric  Aspects  of 
Informing  the  Patient  of 
Blindness 


As  a  psychiatrist  Dr.  Ch olden  became 
deeply  concerned  with  the  proble?n  of 
when  to  tell  a  patient  that  his  sight  was 
lost  forever.  In  his  work  at  the  Kansas 
Rehabilitation  Center  for  the  Adult  Blind 
in  T opeka ,  he  observed  many  examples  of 
the  harm  done  by  a  useless  secrecy  in  this 
matter.  He  decided  to  present  his  opinions 
and  conclusions  thereon  at  the  American 
Academy  of  Ophthalmology  and  Oto¬ 
laryngology  in  Chicago  in  1952  (Instruc¬ 
tion  Section,  Course  No.  218).  This  was 
his  first  important  writing  on  the  subject 
of  blindness . 


Sn  my  work  as  psychiatric  consultant  to  The 
J  Kansas  Rehabilitation  Center  for  the  Blind,  I 
r  have  had  an  unusual  opportunity  to  study  the 
psychologic  problems  relating  to  rehabilitation 
of  blind  and  partially  sighted  people.  These  psycho¬ 
logic  problems  of  blindness  invariably  have  at  their 
core  the  attitude  of  the  patient  toward  his  affliction.  In 
studying  these  problems,  I  have  become  more  and  more 
impressed  by  the  ophthalmologist’s  role  in  shaping  the 
basic  attitudes  our  blind  clients  develop  toward  their 
blindness,  and  thus  influencing  the  success  or  failure  of 
our  efforts  at  rehabilitation. 

In  many  cases,  the  ophthalmologist  confirms  his  pa¬ 
tient’s  worst  fears  when  he  informs  him  of  his  blind¬ 
ness.  As  you  can  well  imagine,  what  the  doctor  has 
said  and  the  manner  in  which  he  said  it  remains  a  most 
vivid  experience  in  the  mind  of  the  blind  person.  Ac¬ 
cording  to  his  personality  needs,  he  will  relive  the 
scene  many  times  in  order  to  find  the  evidence  for  the 
hope  he  wants,  or  even  the  hopelessness  he  may  desire. 
He  will  try  to  evaluate  the  ophthalmologist’s  attitude 
toward  blindness  as  he  recapitulates  this  important 
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consultation,  for  this  consultation  is  often  the  first  real 
contact  the  patient  will  have  with  his  own  blindness. 
In  the  event  the  doctor  feels  blindness  is  a  great  trag¬ 
edy  that  can  hardly  be  surmounted,  one  can  imagine 
how  this  will  affect  the  patient’s  attitude,  for  in  many 
respects  attitudes  are  contagious. 

The  ophthalmologist  has  a  most  distasteful  task  to 
perform  in  informing  the  patient  of  blindness.  None 
of  us  likes  to  be  the  bearer  of  bad  news,  and  to  have  to 
tell  a  person  that  he  is  blind,  that  there  is  no  chance  he 
will  see  again,  is  almost  like  condemning  him  to  a  sort 
of  living  death.  At  any  rate,  that  is  how  we  sighted 
people  are  apt  to  regard  blindness — as  a  return  to  the 
black  limbo  out  of  which  we  came. 

This  concept  of  blindness  as  death,  while  overly 
grim,  is  not  altogether  inappropriate,  for  the  patient 
must  indeed  “die.”  He  must  die  as  a  sighted  person, 
and  be  reborn  as  a  blind  person.  He  must  learn  to  live 
all  over  again  in  a  new  kind  of  world,  and  with  a  new 
set  of  sensory  instruments.  In  other  words,  he  must 
learn  to  accept  his  blindness  as  a  condition  of  his  life, 
as  he  accepts  the  relative  weakness  of  his  left  hand  and 
the  air  that  he  breathes.  Otherwise,  he  will  be  unable 
to  wholeheartedly  enter  into  the  re-educational  activi¬ 
ties  that  can  restore  him  to  a  satisfying  and  productive 
life.  As  the  person  who  has  the  responsibility  of  in¬ 
forming  the  patient  of  his  blindness,  the  ophthalmolo¬ 
gist  has  the  unique  opportunity  of  directing  his  patient 
toward  an  acceptance  of  his  blindness,  and  hence  to 
start  him  on  the  path  toward  successful  rehabilitation. 
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THE  MEANINGS  OF  BLINDNESS 
TO  THE  PATIENT 

Each  patient  will  react  to  blindness  in  a  manner 

....  ... 

characteristic  for  his  personality.  He  will  react  to  it  as 
an  eiTTergency  situation  which  will  have  most  serious 
consequences  for  his  future  life  plans.  Besides  the  emer¬ 
gency  aspect  of  the  loss  of  vision,  blindness  in  itself 
holds  a  number  of  special  and  deep  meanings  to  the 
patient  which  must  be  considered  in  attempting  to 
understand  its  effects.  These  meanings  may  be  dis¬ 
cussed  from  the  psychologic,  social  and  vocational 
points  of  view.  But,  because  the  patient  will  react  to 
the  problem  of  blindness  in  a  way  which  is  peculiar 
to  him,  one  might  predict  within  certain  limits  what 
the  patient’s  reactions  will  be,  providing  we  under¬ 
stand  his  personality  structure. 

The  person  who  has  in  the  past  presented  a  great 
need  for  dependence  on  others,  the  man  who  has 
shown  that  he  is  not  responsible  and  cannot  lead  an 
independent  life,  will  usually  react  in  an  even  more 
dependent  fashion  to  blindness.  He  often  becomes  a 
parasitic  creature,  unable  to  make  any  adjustment. 
Some  patients  seem  complacent  and  relatively  undis¬ 
turbed  at  the  loss  of  vision.  Such  people  may  enjoy 
the  dependent  role  of  the  blind  person,  and  may  even 
be  encouraged  in  this  role  by  well-meaning  but  mis¬ 
informed  relatives  and  friends. 

The  individual  who  has  shown  very  strong  inde¬ 
pendence  and  maturity  in  his  adjustment  to  life  will 
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probably  make  a  more  adequate  adjustment  to  blind¬ 
ness.  When  the  initial  period  of  “shock”  and  the  nor¬ 
mal  period  of  depression,  which  to  some  extent  is  an 
expression  of  grief  over  the  lost  sense,  are  over,  the 
patient  will  find  his  place  in  society  as  a  blind  person. 

Some  patients  harbor  very  strong  resentments  which 
relate  to  the  manner  in  which  they  became  blind  and 
will  often  lose  their  chance  for  rehabilitation,  due  to 
the  feeling  of  “justifiable  resentment”  they  hold.  Un¬ 
fortunately,  sometimes  the  patient  will  blame  the  doc¬ 
tor  for  his  loss  of  sight.  Many  ophthalmologists  are 
sensitive  and  occasionally  hypersensitive  to  this  fact. 
In  as  clear  a  manner  as  he  can,  the  doctor  should  at¬ 
tempt  to  clarify  the  cause  of  blindness  to  each  patient. 
This  clarification  may  help  with  another  aspect  of 
blindness  which  affects  rehabilitation,  that  is,  the  super¬ 
stitious  belief  that  blindness  is  a  punishment  for  some 
past  sin.  It  is  surprising  how  often  this  superstition 
occurs  in  the  conversation  of  the  blind.  The  doctor  can 
use  the  important  role  he  holds  in  the  eyes  of  the 
patient  to  change  this  misconception. 

There  is  present  in  each  of  us  an  instinctive  fear  of 
being  hurt,  or  maimed  in  some  way.  Among  the  most 
fearsome  of  such  phantasied  disabilities  is  that  which 
relates  to  blindness.  Psychoanalytic  investigation  has 
given  evidence  of  the  close  unconscious  interrelation¬ 
ships  between  the  eyes,  vision  and  sexual  activities. 
This  deep  connection  often  causes  irrational  and  ex¬ 
aggerated  responses  on  the  part  of  the  patient  to  the 
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loss  of  sight.  While  the  ophthalmologist  cannot  at¬ 
tempt  to  solve  these  problems  with  the  patient,  he 
should  be  aware  of  the  possibility  of  such  exaggerated 
reactions  and,  when  it  seems  necessary,  refer  such  pa¬ 
tients  to  the  psychiatrist. 

The  patient  who  has  recently  become  blind  will  see 
complete  destruction  of  his  social  and  family  life  be¬ 
fore  him.  At  first  it  seems  almost  impossible  for  him  to 
live  as  a  blind  man  in  a  world  which  is  geared  to  the 
sighted.  Each  individual  has  some  preconception  of 
what  blindness  is.  Our  common  cultural  stereotypes* 
for  the  blind  man  are  those  of  the  blind  beggar,  com¬ 
pletely  dependent,  asking  charity,  in  an  inferior  social 
role.  He  is  to  be  pitied,  and  only  out  of  the  goodness  of 
the  sighted  person’s  heart  is  he  able  to  live.  Another 
stereotype  is  that  of  the  blind  genius,  the  blind  man 
who  is  able  to  overcome  all  odds  at  tremendous  ex¬ 
pense  to  himself,  and  in  some  magical  way  to  do  things 
no  one  else  can.  A  third  stereotype  often  encountered 
is  the  superstitious  feeling  that  the  blind  have  extra 
perceptions  by  which  they  can  be  guided  and  which 
seeing  persons  do  not  have.  In  terms  of  these  stereo¬ 
types,  the  most  prominent  of  which  is  the  blind  beggar 
stereotype,  the  sighted  person  usually  feels  that  his 
social  position  will  be  untenable  as  a  blind  man.  He 
will  be  an  object  of  pity  and  charity,  dependent  on  the 
favors  of  the  sighted,  unable  to  navigate,  unable  to  do 

*  Himes,  Joseph,  “Some  Concepts  of  Blindness  in  American 
Culture,”  Social  Casework ,  Dec.,  1950. 
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anything  for  himself.  He  will  react  emotionally  to  this 
imagined  state  in  his  own  characteristic  manner  of  re¬ 
acting  to  pity,  charity,  dependence,  etc. 

MEANINGS  OF  BLINDNESS 
TO  THE  OPHTHALMOLOGIST 

Loss  of  vision  will  naturally  have  the  same  meanings 
for  the  doctor  that  it  has  for  any  other  human  being, 
in  addition  to  some  extra  meanings  that  are  related  to 
his  profession.  In  his  choice  of  ophthalmology,  the 
doctor  has  already  indicated  a  special  interest  in  sight. 
This  must  include  an  interest  in  the  conservation  of 
sight,  the  importance  of  sight,  and  a  need  to  work  for 
the  preservation  of  sight.  It  is  easy,  therefore,  to  un¬ 
derstand  why  the  loss  of  sight  will  have  a  strong  im¬ 
pact  on  the  ophthalmologist.  This  impact  often  has 
deep  emotional  roots,  just  as  there  are  deep  emotional 
roots  in  his  choice  of  profession.  Thus,  the  doctor  who 
in  his  daily  work  devotes  himself  to  the  conservation 
of  sight  often  reacts  emotionally  to  its  loss. 

There  are  a  number  of  reasons  for  this.  Blindness 
may  be  seen  by  the  doctor  as  a  failure  of  his  own 
ability,  or  as  a  loss  of  his  self-esteem,  or  as  an  injury  to 
his  reputation.  It  may  have  important  meaning  to  the 
doctor  in  relation  to  his  identification  or  feeling  of 
closeness  with  the  patient,  so  that  the  patient’s  blind¬ 
ness  attains  such  major  personal  importance  for  the 
doctor  that  it  seems  as  though  he  himself  were  losing 
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his  sight.  This  might  explain  some  of  the  instances 
which  we  have  encountered,  in  which  the  doctor  did 
not  tell  the  patient  he  was  blind,  but  postoperatively 
had  the  nurse  inform  the  patient  of  his  condition,  after 
which  the  doctor  saw  the  patient  only  rarely. 

I  feel  that  in  such  cases  the  doctor  feels  blindness  to 
be  such  a  terrible  calamity  that  he  cannot  bear  his  own 
pain  in  breaking  the  news  to  the  patient.  Yet,  as  a  re¬ 
sult  of  this  failure,  the  patient  may  direct  against  the 
doctor  all  of  the  hostility  and  anger  that  he  feels  to¬ 
ward  fate  for  making  him  blind. 

It  is  evident  that  the  doctor’s  attitude  toward  blind¬ 
ness  must  be  clear,  and  not  allowed  to  confuse  and 
disturb  the  already  disturbing  picture  that  blindness 
has  for  the  patient.  However,  many  doctors  find  it  dif¬ 
ficult  to  clarify  the  situation.  They  feel,  out  of  sym¬ 
pathy  and  consideration  for  the  patient,  that  they  will 
hold  out  a  hope  that  some  day,  due  to  surgical  or  medi¬ 
cal  changes,  the  patient  may  regain  his  sight. 

The  doctor,  sincerely  and  genuinely,  may  feel  such 
pain  in  the  situation  of  blindness  that  he  wants  to  with¬ 
hold  this  pain  from  the  patient.  However,  it  is  un¬ 
fortunately  true  that  this  supposed  consideration  is  in 
reality  the  most  inconsiderate  thing  the  doctor  can  do 
for  the  patient’s  adjustment  as  a  blind  person.  Hope 
for  recovery,  which  is  so  important  a  therapeutic  tool 
in  all  other  aspects  of  medicine,  is  a  major  deterrent 
to  adjustment  to  blindness. 
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PSYCHOLOGIC  OBSTACLES 
TO  THE  OPHTHALMOLOGIST 

I  can  at  present  only  enumerate  some  of  the  many 
psychologic  factors  which  make  the  task  of  informing 
the  patient  of  blindness  an  especially  difficult  one  for 
the  ophthalmologist.  One  of  these  factors  is  related  to 
the  dislike  we  all  have  toward  being  the  bearer  of  ill 
tidings.  There  is  often  an  irrational  feeling  on  the  part 
of  the  receiver  that  the  bearer  of  such  information  is 
responsible  for  the  bad  news.  Also,  for  the  doctor  to 
tell  the  patient  with  finality  that  he  is  blind  might  be 
conceived  of  as  a  reflection  both  on  the  power  of  the 
doctor  and  on  the  power  of  medicine.  It  indicates  the 
limits  of  the  physician,  and  who  among  us  wants  to 
know  our  limits.  If  there  is  closeness  in  the  doctor- 
patient  relationship,  the  doctor  might  feel  the  aspect  of 
rejection  in  breaking  such  news.  It  might  be  saying, 
“I  am  through  with  you,”  to  the  patient.  The  physi¬ 
cian  may  also  have  a  deep  feeling  of  guilt.  He  may  feel 
irrationally  that  if  he  had  only  been  better,  smarter, 
more  conscientious,  etc.,  he  might  have  been  able  to 
prevent  this  handicap.  Many  of  our  more  perfection- 
istic  doctors  feel  this  disturbing  emotion  intensely. 

Another  aspect  of  allowing  the  patient  hope  for  the 
return  of  sight  is  related  to  the  tradition  of  medicine. 
In  the  effort  to  defend  itself  against  dogma,  the  enemy 
of  science,  medicine  traditionally  leaves  “a  back  door 
open”  for  the  possibility  of  error.  The  healthy  scien¬ 
tific  doubt  is  always  present.  Unfortunately,  there  are 
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times  when  expressing  this  doubt  is  a  poor  policy.  Of 
course,  the  motivation  for  such  an  expression  is  most 
humanitarian.  The  doctor  does  not  want  to  be  cruel 
in  condemning  someone  to  a  life  of  hopelessness  as  a 
blind  man.  He,  himself,  must  learn  that  it  need  not  be 
hopeless  and  for  this  reason  it  would  be  well  for  the 
doctor  to  learn  the  many  things  that  blind  people  can 
do.  For,  if  he  does  not  feel  hopelessness  in  blindness, 
he  will  be  able  to  communicate  hope  to  the  patient. 
Generally,  the  patient  can  sense  the  doctor’s  attitude 
which  too  often  reinforces  his  own  fears. 

Grief  and  depression  are  normal  reactions  to  blind¬ 
ness.  These  are  expressions  of  mourning  for  the  lost 
sense  and  the  lost  power  of  control  of  the  external 
world.  During  this  period,  as  we  will  see  later,  the 
possibility  of  suicide  must  be  constantly  kept  in  mind. 
To  some  extent  the  doctor  may  hope  to  prevent  or 
alleviate  this  reactive  depression  by  offering  a  ray  of 
hope  for  the  patient,  for  he  knows  that  hope  is  an  im¬ 
portant  part  of  the  healing  process.  Unfortunately,  he 
may  offer  the  wrong  kind  of  hope  in  maintaining  hope 
for  the  return  of  vision.  Rather,  he  should  offer  the 
patient  hope  for  a  full  life  as  a  blind  man. 

SOME  PRINCIPLES  OF  INFORMING 
THE  PATIENT  OF  HIS  BLINDNESS 

First,  if  the  patient  is  blind  and  the  doctor  feels  that 
there  is  no  opportunity  for  sight  to  ever  return,  he 
must  tell  this  to  the  patient,  irrevocably  and  clearly. 
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Of  course,  telling  the  patient  this  terrible  fact  in  no 
way  is  the  end  of  the  doctor’s  job.  He  must  do  every¬ 
thing  he  can  to  convince  the  patient  of  its  truth  and 
finality.  In  doing  so,  it  would  often  be  wise  to  point  to 
past  experience,  to  make  the  patient  feel  that  he,  the 
doctor,  understands  his  doubts  and  feelings  and  the 
hopes  he  might  have  that  “other  doctors  might  have 
different  opinions.”  Then,  the  doctor  must  be  aware  of 
the  shock  period  that  will  follow.  This  will  usually  be 
in  the  form  of  a  depression  and,  after  a  short  period  of 
time,  probably  suicidal  thoughts  will  be  present.  These 
must  be  watched  for.  Sometimes  they  can  be  counter¬ 
acted  by  drugs,  such  as  amphetamine,  which  helps  to 
lift  the  mood.  There  should  not  be  too  much  activity 
during  this  period.  For  a  short  time  the  patient  should 
be  allowed  to  mourn  for  his  dead  eyes.  After  the 
mourning,  he  can  then  slowly  proceed  in  the  rehabili¬ 
tation  process. 

During  the  phase  of  reactive  depression,  particularly 
if  the  patient  shows  suicidal  inclinations,  the  doctor 
may  be  sorely  tempted  to  offer  a  ray  of  hope  that 
vision  may  eventually  be  restored.  Again,  I  must  em¬ 
phasize  that  false  hope  should  not  be  raised.  The  pe¬ 
riod  of  depression  is  a  normal  phase  of  the  rehabilita¬ 
tion  process.  Indeed,  our  experience  at  the  Topeka 
Rehabilitation  Center  indicates  that  a  period  of  severe 
depression  may  be  a  necessary  phase  in  the  process  of 
accepting  the  new  condition  of  blindness.  Instead  of 
fostering  untenable  hopes  of  restored  vision,  the  doc¬ 
tor  might  better  offer  hope  of  a  full  life  under  the 
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condition  of  blindness.  The  doctor  must,  however,  use 
his  prognostic  judgment  in  the  method  and  timing  of 
telling  the  patient. 

During  this  period  the  doctor  must  exercise  discre¬ 
tion  in  allowing  visitors,  especially  relatives.  It  might 
be  well  to  isolate  the  patient  for  a  while,  allowing  him 
only  to  be  around  hospital  personnel  who  are  used  to 
blindness  and  react  to  his  loss  with  calmness  and  kind¬ 
ness.  Overwhelming  sympathy  and  pathos,  and  the 
overemotional  reaction  of  relatives,  coupled  with  their 
difficulties  in  being  able  to  talk  freely  to  a  newly 
blinded  relation,  may  prolong  unduly  the  normal  phase 
of  depression  and  grief. 

It  is  often  well  to  counteract  hopelessness  toward 
the  future  by  citing  examples  of  what  blind  people 
have  done,  and  by  putting  the  patient  in  close  contact 
with  blind  people  who  have  made  a  good  adjustment. 
For  this  reason  it  is  felt  that  using  blind  instructors  for 
travel  training,  etc.,  has  great  value  in  the  primary  ad¬ 
justment  to  blindness.  To  counteract  the  patient’s 
stereotype,  it  is  of  paramount  importance  to  acquaint 
the  newly  blinded  individual  with  the  things  blind  peo¬ 
ple  can  do,  both  in  terms  of  leisure  and  of  vocational 
activities.  In  our  culture  where  inferiority-superiority 
relationships  are  extremely  important,  the  inferiority 
which  blindness  carries  with  it  in  terms  of  dependency 
must  not  be  allowed  to  spread  to  a  general  feeling  of 
lack  of  personal  integrity.  Simply  stated,  the  patient 
must  still  feel  he  is  a  complete  and  worthy  person,  not 
inferior  because  of  his  handicap,  only  different.  And 
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his  most  important  task  is  to  learn  to  live  with  his 
differences. 

Difficult  decisions  are  encountered  when  the  possi¬ 
bility  does  exist  that  the  patient  may  get  help  from 
surgery  in  the  future.  Detached  retina  cases  are  ex¬ 
amples  of  such  problems.  The  doctor  must  then  decide 
whether  or  not  to  allow  the  patient  to  stay  in  the 
peculiarly  unliving  state  of  being  blind,  without  com¬ 
pletely  accepting  blindness.  I  feel  that  it  is  more  kind 
to  the  patient  to  say  that  he  is  blind  and  that  is  the 
fact;  that  he  must  learn  to  live  as  a  blind  man,  and  that 
you  would  like  to  see  him  in  three  or  six  months  to 
examine  his  eyes.  Occasionally  there  are  extenuating 
circumstances  where  this  is  not  the  best  path  to  take. 
This  must  be  completely  left  to  the  doctor’s  judgment. 
So  long  as  he  is  aware  of  the  consequences  of  his  ac¬ 
tions,  and  weighs  them  carefully,  he  will  not  be  in 
error. 

An  even  more  difficult  decision  is  that  which  the 
doctor  must  make  concerning  the  patient  who  will 
lose  his  sight  sometime  in  the  future.  This  problem  has 
no  ready  solution.  In  many  respects  it  is  a  test  of  the 
ophthalmologist’s  skill  as  a  human  being  and  as  a  psy¬ 
chologist.  Often  the  wisest  course  is  to  slowly  and 
gently  break  the  news  to  the  patient.  One  way  this 
can  be  done  is  to,  first,  tell  the  patient  of  this  possi¬ 
bility,  letting  him  slowly  adjust  to  the  shock,  and  then 
some  weeks  later  discuss  this  possibility  as  a  proba¬ 
bility,  and  then  some  weeks  later  discuss  it  as  a  cer¬ 
tainty.  In  this  manner  the  patient  might  be  able  to  go 
through  the  shock  stage  and  still  become  acquainted 
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with  the  things  that  blindness  has  to  offer  him,  while 
still  retaining  some  vision.  He  can  then  start  his  re¬ 
adjustment  process  before  the  loss  of  sight  occurs.  We 
have  seen  some  examples  of  this  as  a  most  valid  manner 
of  breaking  the  news.  One  of  our  instructors  was  in¬ 
formed  in  this  way,  and  he  was  glad  when  blindness 
finally  came,  for  he  had  already  adjusted  to  it. 

I  would  like  to  mention,  also,  that  a  doctor  should 
discuss  the  problem  of  disfigurement  with  the  patient. 
The  patient  does  not  see  himself  and  is  very  sensitive 
of  how  others  will  see  him.  He  often  has  a  great  fear 
that  his  face  is  scarred  and  ugly,  and  that  no  one  will 
tell  him.  This  seems  to  have  a  great  effect  on  his  future 
adjustment.  I  feel  that  the  doctor  should  be  open  and 
honest  about  this  with  the  patient,  even  if  he  is  dis¬ 
figured,  since  there  is  usually  the  possibility  of  rectify¬ 
ing  disfigurement.  At  the  appropriate  time,  suggestions 
for  colored  glasses,  plastic  surgery,  etc.,  should  be 
made. 

In  conclusion,  I  feel  the  ophthalmologist  has  the  first 
opportunity  to  help  the  patient  rebuild  his  life.  He 
must  do  it  with  courage,  conviction  and  simplicity. 
This  task  is  a  test  of  the  “healer”  in  the  doctor,  a  healer 
despite  his  failure  to  maintain  vision.  He  can  initiate 
the  healing  process  in  the  patient’s  deep  psychologic 
wound.  For  the  trauma  of  blindness  must  heal  in  stages, 
just  as  any  other  wound  heals.  If  there  is  a  defect  in 
any  of  the  stages,  we  will  find  poor  recovery  and 
breakdown.  Thus,  the  doctor,  even  in  informing  his 
patient  of  blindness,  makes  the  first  and  possibly  the 
most  important  step  in  the  healing  process. 


Group  Therapy 
with  the  Blind 


After  the  two  and  one-half  years  of  work 
with  blind  clients  at  the  Kansas  Rehabili¬ 
tation  Center  Dr.  Cholden’s  methods  in 
working  with  blind  individuals  had  been 
developed  to  near  technical  perfection.  A 
report  on  his  methods  and  work  structure 
with  the  group  was  presented  at  the  an¬ 
nual  meeting  of  the  American  Society  of 
Group  Psychotherapy  and  Psychodrama 
in  Los  Angeles ,  California ,  May  y,  1953. 
The  article  was  later  published  in  group 
psychotherapy,  Volume  6,  No.  1-2 , 
May -August  1933. 


OR  THE  PAST  TWO  AND  ONE-HALF  YEARS, 

weekly  group  therapy  sessions  have  been 
conducted  with  the  clients  attending  the 

Kansas  Rehabilitation  Center  for  the  Blind. 
Our  experience  has  indicated  that  this  group  struc¬ 
ture  offers  distinctive  advantages  in  helping  to  resolve 
some  of  the  problems  presented  by  our  blind  people. 
I  would  like  to  point  up  those  aspects  of  the  group 
relationship  that  seem  specifically  valuable  in  our 
work.  Only  by  the  method  of  trial  and  error  was  our 
present  group  structure  developed,  for  the  literature 
offered  no  models  to  follow.  Our  efforts  have  always 
been  experimental  and  fluid,  and  I  presume  that 
many  future  changes  will  result  from  further  experi¬ 
ence.  This  report  will  indicate  our  present  methods 
and  structure  with  the  group  and  some  of  the  failures 
and  successes  from  which  it  evolved. 

All  of  the  clients  or  students  enrolled  in  the  Kansas 
Rehabilitation  Center  for  the  Blind  attend  the  group 
meetings.  This  state  agency,  located  in  Topeka,  accepts 
blind  adults  for  adjustment  training  and  study  from 
Kansas  and  some  ten  nearby  states.  Our  students  are  a 
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most  heterogeneous  group.  What  they  have  in  com¬ 
mon  is  that  they  are  all  legally  blind  and  manifest  some 
problems  in  adjustment.  They  are  usually  referred  by 
their  own  agency  workers  for  adjustment  training 
and/or  diagnostic  evaluation  and  recommendations. 
Their  adjustment  problems  include  difficulties  in  the 
vocational,  learning,  social  or  personal  spheres.  Their 
ages  vary  from  sixteen  to  sixty-five;  their  I.Q.’s  from 
65  to  145;  their  visual  handicaps,  from  congenital 
blindness  to  partial  sight  with  travel  vision.  Their 
heterogeneity  is  accentuated  by  wide  differences  in 
ethnic,  social,  educational,  and  cultural  backgrounds. 

Our  present  group  of  eight,  for  example,  consists  of 
the  following  clients:  a  twenty-five-year-old  congeni¬ 
tally  blind  college  graduate;  a  forty-four-year-old 
divorcee  who  has  been  blind  only  a  few  months;  a  forty- 
two-year-old  congenitally  blind  borderline  mental  de¬ 
fective  who  was  recently  released  from  fifteen  years 
in  a  state  hospital  for  epileptics;  a  forty-year-old  me¬ 
chanic  who  retains  vision  sufficient  for  travel — his  vis¬ 
ual  handicap  is  the  result  of  a  self-inflicted  gunshot 
wound  eight  years  ago;  a  thirty-two-year-old  congeni¬ 
tally  blind  male  who,  until  recently,  was  spoonfed  by 
his  mother;  a  thirty-year-old  man  with  travel  vision 
who  is  a  borderline  schizophrenic;  a  twenty-year-old 
man  with  practically  no  vision  but  who  likes  to  drive 
cars  and  whose  I.Q.  is  80.  The  clinical  and  charactero- 
logical  diagnoses  of  our  group  show  as  wide  a  disper¬ 
sion  as  one  might  expect  from  such  an  unselected 
sample. 
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The  clients  live  in  a  dormitory  and  spend  most  of 
their  time  together  or  with  center  staff  personnel. 
Until  nine  months  ago,  the  usual  period  of  stay  at  the 
rehabilitation  center  was  six  weeks;  however,  at  present 
we  are  studying  the  value  of  a  three-month  term.  This 
change  was  the  result  of  our  impression  that  we  were 
discharging  clients  before  they  received  their  maximum 
benefit  from  our  services.  Because  of  the  intensive 
work  essential  in  the  rehabilitation  of  the  blind,  the 
number  of  clients  averages  five  to  six,  the  range  vary¬ 
ing  from  three  to  eleven.  The  sex  ratio  differs  with 
each  group,  but  there  are  usually  more  men  than 
women  clients. 

Each  new  student  is  seen  in  separate  diagnostic  in¬ 
terviews  by  the  consulting  psychiatrist,  and  by  the 
center  psychologist  who  administers  and  interprets  the 
indicated  tests.  Various  prescriptions  concerning  staff 
attitudes,  center  activities  and  sometimes  individual 
psychotherapy,  are  made  from  the  resulting  diagnostic 
synthesis.  These  diagnostic  studies  show  certain  psy¬ 
chological  problems  to  be  unusually  common  in  our 
clients.  Our  initial  purpose  in  setting  up  the  group 
therapy  situation  was  directed  at  dealing  with  one  of 
these  problems,  namely,  the  difficulties  many  of  our 
clients  manifested  in  communicating  their  feelings. 
This  still  remains  a  major  focus  of  our  attention,  al¬ 
though  we  recognize  that  the  group  experience  also 
affects  many  other  areas. 

Let  me  first  clarify  the  problem  that  presented  itself 
to  us.  Blind  people  seem  to  have  exceptional  difficulty 
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in  expressing  their  emotions.  Even  though  our  students 
were  in  almost  constant  contact  with  their  instructors 
and  fellows,  it  was  impressive  to  note  the  superficiality 
of  their  relationships.  Especially  impressive  was  the 
difficulty  many  of  our  clients  showed  in  discussing 
their  reactions  to  emotion-filled  situations.  This  reti¬ 
cence  toward  the  expression  of  emotion  is,  of  course, 
not  limited  to  the  blind.  Our  culture  views  emotional 
experience  as  a  most  intimate  aspect  of  the  individual, 
and  the  expression  of  emotion  as  something  of  an  ex¬ 
posure  of  the  inner  self.  Consequently,  such  communi¬ 
cation  of  feeling  is  a  measure  of  trust  and  closeness  re¬ 
served  for  close  relationships. 

As  this  problem  was  discussed  and  studied  with  peo¬ 
ple  who  worked  with  the  blind,  especially  those  who 
were  blind  themselves,  the  following  hypotheses 
emerged  as  an  explanation:  namely,  that  in  order  for 
the  individual  to  express  feeling  with  any  degree  of 
comfort,  he  must  be  quite  aware  of  the  manner  in 
which  his  communication  is  received.  As  the  sighted 
person  offers  some  indication  of  his  emotions,  he  re¬ 
ceives  permission  to  proceed  from  the  smiles,  sympa¬ 
thetic  faces,  nods,  etc.  of  his  listener.  We  might  think 
of  communication  of  emotions  then  in  terms  of  a  rever¬ 
berating  circuit.  The  communicator  must  receive  con¬ 
stant  stimuli  from  the  communicant  in  order  to  proceed 
with  the  communication.  Of  course,  the  visual  cues 
which  are  used  by  the  sighted  are  not  available  as  re¬ 
turn  stimuli  to  the  blind  person.  The  blind  man  may 
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consequently  substitute  other  cues  not  usually  neces¬ 
sary  for  those  who  can  see.  For  example,  I  was  sur¬ 
prised  to  hear  blind  clients  occasionally  talk  about  my 
rate  of  breathing,  the  shuffling  of  my  feet  or  the  num¬ 
ber  of  times  I  coughed.  These  and  other  audible  cues 
are  then  substituted  for  visual  cues  relating  to  the  at¬ 
tentiveness,  interest,  sympathy  and  general  response  of 
the  blind  person’s  listener.  It  is  my  impression  that 
often  these  audible  cues  are  not  sufficient  to  permit  free 
expression  of  emotion.  This  inability  to  assess  clearly 
the  listener’s  reaction  may  explain  the  relative  bland¬ 
ness  we  noted  in  the  communication  of  the  blind. 

This  difficulty  in  discussing  feelings,  moods  and 
emotions  has  many  derivatives  in  the  inner  life  of 
blind  people  I  have  seen.  For  example,  many  of  our 
clients  felt  that  their  fears,  anxieties  and  emotional 
problems  were  peculiar  to  themselves.  It  is  very  amaz¬ 
ing  to  a  blind  client  to  learn  that  another  blind  person 
feels  uncomfortable  in  a  silence  or  that  his  blind 
friend  is  very  fearful  when  he  is  lost.  While  such  feel¬ 
ings  of  uniqueness  of  emotions  are  not  unusual  in  the 
sighted,  I  believe  them  to  be  much  more  common 
with  the  blind,  because  they  are  so  limited  in  their 
ability  to  observe  the  emotional  reactions  of  others. 
More  than  feeling  that  some  fear  or  discomfort  is 
specific  for  them,  some  of  our  clients  feel  that  their 
emotions  are  mental  abnormalities  which  serve  to 
make  them  different  from  others.  You  can  imagine 
their  relief  when  they  learn  that  their  emotions  need 
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not  be  signs  of  pathology,  and  that  even  sighted  peo¬ 
ple  have  them. 

In  our  first  fumbling  efforts  to  work  with  the  prob¬ 
lems  of  fostering  emotional  intercommunication,  we 
used  the  group  to  discuss  emotions  and  emotional 
problems.  In  these  early  efforts,  I  took  an  active  role 
as  a  leader  and  found  that  the  passive  tendencies  in¬ 
herent  in  our  clients  tended  to  make  the  group  session 
into  a  lecture  or  fact-centered  experience.  This  was 
felt  to  be  an  unsatisfactory  group  structure,  and  it  was 
shortly  changed  to  a  voluntary  group  discussion  period 
in  which  the  clients  were  to  bring  material  of  their 
choosing.  The  effort  to  make  this  a  fact-finding  session 
persisted.  With  the  next  group,  the  chief  instructor 
informed  the  clients  that  once  a  week  we  had  a  group 
discussion  of  anything  they  wanted  to  bring  to  it.  As 
leader,  I  left  the  topic  and  direction  entirely  a  group 
decision.  Characteristically  it  got  off  to  a  slow  start. 
They  didn’t  know  what  to  discuss,  they  didn’t  know 
why  they  should  have  to  take  responsibility  for  choos¬ 
ing  a  topic,  etc.  I  pointed  out  how  irritated  they  felt 
since  they  believed  it  to  be  my  job  to  make  these  de¬ 
cisions.  They  heartily  agreed  and  went  on  to  a  very 
active  and  emotional  discussion  of  frustration  and 
their  aroused  anxieties  when  they  did  not  know  what 
was  going  to  happen  to  them.  As  a  group  they  were 
intent  on  pointing  out  to  me  how  much  more  fright¬ 
ening  it  felt  not  to  be  prepared  for  what  is  to  occur 
when  you  are  blind  than  when  you  are  sighted.  I  then 

38 


A  PSYCHIATRIST  WORKS  WITH  BLINDNESS 

took  the  passive  position;  the  group  took  the  active 
role. 

From  experiences  such  as  these,  our  present  group 
structure  has  evolved.  It  might  best  be  explained  as 
one  client  recently  explained  the  group  session  to  a 
newcomer.  He  said,  “We  just  talk  about  different 
things  that  disturb  us  and  try  to  understand  them.” 
The  sessions  usually  open  with  my  question,  “What 
are  we  going  to  talk  about  today?”  The  responses  vary 
from,  “Let’s  talk  about  why  sighted  people  are  so 
stupid  and  always  make  me  uncomfortable  on  buses,” 
to  “How  would  you  raise  children  so  they  wouldn’t 
be  afraid  of  things  hurting  them.” 

In  general,  the  leader’s  role  is  that  of  picking  up  the 
predominant  feeling  or  its  lack;  noticing  when  the 
group  seems  especially  aroused  about  a  subject,  and 
wondering  about  the  cause;  attempting  to  bring  the 
more  withdrawn  members  into  the  discussion;  and 
attempting  to  separate  himself  from  an  authoritarian 
or  teaching  role.  Intermittently  the  group  will  use 
the  leader  as  an  authority  and  occasionally  the  re¬ 
quested  information  is  offered,  if  it  is  not  felt  that  it 
will  block  further  movement  by  the  group.  However, 
the  leader’s  role  is  primarily  viewed  as  directed  toward 
facilitating  and  stimulating  emotional  communication 
among  the  group  members. 

Time  and  experience  have  taught  us  a  few  lessons 
concerning  some  factors  which  serve  to  inhibit  and 
facilitate  the  group  activity.  One  of  these  factors  is 
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related  to  the  effect  of  strangers  in  the  group.  Period¬ 
ically  we  have  visitors  to  our  group  meetings  who  are 
often  rehabilitation  workers  with  the  blind  from  other 
areas.  Even  if  the  group  had  spent  time  with  them 
during  the  day,  the  presence  of  nonparticipating  visi¬ 
tors  served  to  inhibit  the  freedom  of  group  expression 
of  emotion.  However,  if  a  visitor,  blind  or  sighted, 
participated  early  in  the  discussion  as  a  member  of  the 
group,  this  blocking  effect  did  not  occur.  This  same 
response  on  the  part  of  the  group  was  true  even  when 
staff  members  of  the  center  were  involved.  It  was  im¬ 
portant  that  staff  personnel  who  attended  the  sessions 
participated  as  members  of  the  group,  expressing  their 
own  reactions  to  the  subjects  being  discussed.  Some¬ 
times  members  of  the  group  brought  staff  members 
into  the  discussion;  otherwise,  the  leader  did  this.  But 
it  was  always  important  that  staff  or  visitors  partici¬ 
pate  in  order  for  the  group  to  feel  comfortable. 

The  group  leader  must  also  be  an  active  participant 
and  tell  about  his  own  experiences  and  reactions  to 
the  group.  The  group  will  tend  to  accept  the  leader’s 
expression  of  his  feelings  as  permission  to  respond  with 
their  own.  Also,  the  leader’s  reactions  to  situations  are 
often  interpreted  as  the  general  response  of  the  sighted 
as  a  class.  This  must  be  carefully  handled,  for  the 
group  hostility  to  the  sighted,  which  will  be  discussed 
later,  might  otherwise  be  almost  constantly  displaced 
to  the  leader. 

In  general,  our  experience  has  indicated  that  the 
optimum  group  size  is  eight,  including  the  leader.  No 
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adequate  study  has  been  made  in  this  area,  and  it  must 
remain  a  personal  impression  pending  a  more  scien¬ 
tific  evaluation.  A  blocking  effect  has  seemed  to  result 
in  groups  of  over  ten,  and  groups  with  less  than  five 
participants  seem  to  be  inhibited,  possibly  due  to  the 
more  intimate  atmosphere. 

A  few  points  of  technique  in  working  with  blind 
people  might  be  mentioned.  It  is  helpful  to  frequently 
interpolate  grunts,  “uh-huh’s”,  yeses  and  various  audi¬ 
ble  cues  to  substitute  for  the  visual  cues  which  indi¬ 
cate  to  the  speaker  that  his  communication  is  being 
received  and  understood.  Of  course,  this  is  not  specific 
for  group  work  but  is  also  important  in  individual  ther¬ 
apy  with  blind  patients.  The  verbal  note  of  expression 
lets  the  blind  speaker  know  your  position  in  regard 
to  his  communication. 

Another  point  of  value  in  working  with  the  blind 
is  related  to  the  difficulty  in  assessing  emotional  reac¬ 
tion  by  studying  facial  expression.  The  face  is  gen¬ 
erally  a  poor  indicator  of  emotion  in  blind  people, 
and  especially  so  in  the  congenitally  blind  who  learn 
about  facial  expression  through  secondary  sources. 
For  this  reason  I  have  found  it  useful  to  watch  the 
fingers  and  hands,  for  movements  and  evidence  of 
tension,  in  attempting  to  assess  the  emotional  state  of 
my  clients.  In  the  blind,  the  fingers  are  substitutes  for 
the  eyes  and  are  the  most  expressive  of  emotional 
states. 

In  the  group,  it  is  sometimes  helpful  for  the  leader 
to  call  by  name  the  next  person  who  indicates  he  wants 
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to  speak.  The  blind  person  may  not  know  if  some¬ 
one  else  is  about  ready  to  speak.  It  is  common  that  an 
impasse  occurs,  in  which  two  people  start  to  speak 
simultaneously.  While  this  will  occasionally  be  a  sub¬ 
ject  in  later  discussion,  if  the  leader  calls  the  name 
of  the  next  speaker,  such  an  uncomfortable  situation 
may  be  avoided.  Also  the  quieter  participants,  who 
may  make  two  or  three  small  attempts  at  entering  the 
discussion  during  the  whole  hour,  will  not  be  sub¬ 
merged  by  the  more  vocal  members  of  the  group. 

Because  we  have  worked  with  a  number  of  totally 
separated  groups,  it  is  possible  to  compare  the  various 
group  experiences.  Often  some  of  the  group  members 
may  stay  through  two  or  even  three  terms.  They  are 
the  sophisticates,  who  show  the  new  members  the 
ropes.  Having  such  more  experienced  members  of  the 
group  from  the  beginning  seems  to  have  a  stimulating 
and  facilitating  effect  on  the  entering  group.  For  they 
accept  the  group  more  easily,  since  it  has  the  endorse¬ 
ment  of  one  of  their  fellows.  We  have  had  no  experi¬ 
ence  where  the  residual  clients  transmit  negative  feel¬ 
ings  about  the  group  sessions.  The  old-timers  are 
viewed  as  authorities  on  the  group  discussions.  Often 
they  assume  the  role  of  subleader,  even  if  in  a  previous 
group  they  were  relatively  inactive  participants. 

The  group  experience  might  arbitrarily  be  divided 
into  the  following  phases.  These  phases  certainly  are 
not  discrete  but  will  merge  and  will  vary  in  intensity 
and  quality  with  the  different  groups.  The  first  phase 
is  that  of  a  sort  of  self-conscious  searching  about,  to 
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understand  the  limits,  goals  and  meanings  of  the  group 
sessions.  During  this  phase  the  group  attempts  to  get 
the  leader  to  be  active  in  a  teaching  role.  It  usually 
takes  one  or  two  sessions  before  a  subleader  emerges 
who  grasps  the  initiative  and  begins  to  express  the 
group  dissatisfaction  and  then,  possibly,  hostility  to¬ 
ward  the  uselessness  of  presuming  that  the  students 
can  accept  the  responsibility  of  initiating  discussion. 
He  thus  initiates  discussion  and  often  persists  in  doing 
this  for  the  rest  of  the  group  sessions.  Often  the  topic 
for  the  discussion  is  arrived  at  by  group  consensus  be¬ 
fore  the  session.  In  fact,  it  is  commonly  an  important 
topic  for  the  students  during  the  rest  of  the  week. 
However,  the  topic  chosen  is  usually  only  a  starting 
point  for  further  discussion. 

In  the  next  phase  the  group  will  usually  direct  at¬ 
tention  to  thin^Tnthe  environment  that  provoke  their 
anger,  worry  or  fear.  During  this  phase,  many  per¬ 
sonal  experiences  will  be  recounted,  and  progressively 
more  and  more  expression  of  emotion  will  emerge.  The 
feeling  response  of  the  person  is  often  pointed  up  by 
the  group  leader  in  the  early  part  of  this  phase.  The 
group  will  often  take  over  this  function  itself,  how¬ 
ever.  The  subleader  will  often  point  out  the  omission 
of  emotional  material  in  the  recounted  experience  or 
draw  the  emotion  out  of  the  speaker.  It  is  during  this 
stage  of  catharsis  that  the  subject  matter  primarily 
relates  to  expression  of  personal  reactions  toward 
blindness. 
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This  phase  will  merge  with  the  following  one,  in 
which  the  participants  will  often  bring  up  questions 
concerning  origins  of  emotions,  their  causes  and  their 
effects  on  the  individual.  Usually  there  follows  a  dis¬ 
cussion  of  the  means  of  handling  emotion,  attempts  to 
control  one’s  feelings  and  an  exchange  of  various 
methods  for  resolving  and  meeting  emotion-filled  sit¬ 
uations. 

Of  course,  groups  will  vary  considerably  in  their 
pace  or  tempo  in  going  through  these  stages.  Some¬ 
times  a  group  may  spend  three  to  four  meetings  trying 
to  understand  the  purpose  and  structure  of  the  ses¬ 
sions.  In  our  former  six-week  term,  we  sometimes  had 
groups  who  had  just  gotten  into  the  second  phase  of 
catharsis  before  they  left  the  center.  They  would  just 
get  to  discuss  their  disturbing  experiences  and  fears, 
and  then  they  would  leave.  Nevertheless,  it  was  felt  to 
be  of  value  not  to  structure  the  group  situation  more 

Every  group  spontaneously  takes  up  at  least 
the  following  few  topics.  Of  course,  each  group 
discusses  a  number  of  other  subjects  which  vary 
considerably  from  other  groups.  Some  topics  seem 
to  be  constant,  however.  One  is  the  feeling  of  hos¬ 
tility  toward  the  sighted.  It  often  comes  up  in 
terms  of  jokes  about  stupid  acts  of  the  sighted  in  re¬ 
lation  to  the  blind.  An  example  of  such  humor  would 
be  the  story  of  the  sighted  person  who  asked  the  blind 
man  if  he  could  tell  the  difference  between  a  $1.00  and 
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a  $5.00  bill  by  touch.  Or  the  person  who  gives  direc¬ 
tions  to  the  blind  man  by  pointing  or  saying  that  an 
address  is  next  to  a  red  house.  This  recounting  of  per¬ 
sonal  experiences  usually  becomes  very  heated.  It 
soon  turns  into  a  discussion  of  feelings  of  inferiority, 
separation  and  difference  from  the  sighted.  Occasion¬ 
ally  a  member  of  the  group  will  apologize  for  the 
thoughtlessness  of  the  sighted  public.  The  hostility 
of  the  group  will  often  turn  on  him,  and  he  may  be 
considered  a  renegade.  It  was  said  of  one  such  apolo¬ 
gist  that  “You  would  think  Mr.  X.  is  glad  that  he’s 
blind.” 

Often  the  next  step  is  the  expression  of  resentment 
toward  any  group  members  who  are  partially  sighted. 
I  have  seen  attempts  to  shame,  embarrass,  and  hurt 
group  members  who  have  some  vision.  Sometimes 
group  members  will  recognize  the  irrational  aspects  of 
this  anger.  In  one  such  session,  rather  suddenly,  a  blind 
girl  said,  “Why  are  we  so  mad  at  George  just  because 
he’s  lucky  enough  to  see  a  little?”  This  group  later  de¬ 
cided  that  their  anger  was  due  to  the  fact  that  George 
got  the  advantages  of  being  blind  and  belonging  to 
the  group,  when  he  really  could  see  enough  to  travel. 
They  were  all  very  envious  of  this  state. 

Some  of  the  other  topics  discussed  are  the  reactions 
to  the  limitations  of  blindness,  feelings  of  isolation  and 
fear  when  lost,  reactions  to  the  necessary  dependences 
resulting  from  blindness,  feelings  during  periods  of 
silence,  the  effect  of  childhood  experiences  on  pres¬ 
ent  reactions  and  methods  of  dissipating  anger.  The 
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majority  of  topics  either  relate  to  problems  of  blind¬ 
ness  or  end  in  such  a  discussion. 

A  precis  of  the  last  group  session  I  conducted  be¬ 
fore  writing  this  paper  might  point  up  the  tone  of  our 
meetings.  One  of  the  clients  started  off  with,  “Do 
you  know  what  happened  to  Bob  and  me  yesterday? 
A  fellow  walks  up  to  us  and  says,  ‘That’s  a  pretty  bad 
handicap  you  got  there.  Have  you  been  saved?  If  you 
got  saved,  you’d  get  your  sight  back.’  ”  This  experi¬ 
ence,  which  is  not  unusual  with  the  blind,  was  met 
with  sympathetic  clucks  by  some  of  the  members  of 
the  group.  One  of  the  newly  blinded  participants, 
however,  became  indignant  and  asked  why  the  speaker 
hadn’t  told  the  intruder  off.  He  stated  he  had  been  a 
little  uneasy,  but  it  didn’t  bother  him.  Some  five  min¬ 
utes  later  he  admitted  he  wished  he  were  sighted  so  he 
could  punch  the  fellow  in  the  nose.  The  discussion 
proceeded  to  a  number  of  personal  experiences  re¬ 
lated  to  people  prying  into  personal  matters.  In  a  short 
time,  the  personal  experiences  had  marked  emotional 
valence,  in  which  the  need  to  control  hostile  impulses 
was  emphasized.  The  importance  of  blind  people’s  not 
expressing  hostility  because  of  their  dependence  on  the 
sighted  was  the  next  topic.  However,  the  group  agreed 
that  this  did  not  mean  that  anger  was  not  experienced. 

This  was  followed  by  a  short  and  rather  vague  dis¬ 
cussion  of  the  guilt  some  of  the  participants  felt  for  not 
having  enough  religion.  There  was  no  full  discussion 
of  this  guilt,  and  it  is  possible  that  it  may  come  up  in  a 
later  session.  Some  previous  groups  have  brought  out 
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their  feelings  that  blindness  may  be  a  result  of  their 
own  or  their  parents’  sins. 

In  summary,  the  methods  and  structure  of  weekly 
group  therapy  sessions  in  a  rehabilitation  center  for  the 
blind  have  been  presented.  This  structure  has  shown 
itself  to  be  of  value  in  fostering  and  stimulating  emo¬ 
tional  communication  in  our  blind  clients,  who  have 
what  seems  to  be  an  exceptional  difficulty  in  this 
sphere.  The  participants  in  the  group  session  learn  to 
express  their  feelings  with  greater  freedom.  They 
learn  of  the  commonness  of  their  problems,  of  the 
methods  used  by  others  in  handling  emotional  prob¬ 
lems,  and  often  become  more  aware  of  their  own  meth¬ 
ods  of  dealing  with  their  emotions. 

The  group  therapy  experience  must  be  considered 
an  important  learning  situation.  The  participant  learns 
that  exposing  himself  to  his  fellows  does  not  hold  the 
threat  and  danger  he  has  anticipated.  He  further  re¬ 
ceives  the  benefits  of  feeling  he  belongs  to  a  group 
which,  in  itself,  holds  important  meanings  in  terms  of 
growth  and  personal  development.  V^Tiile  the  elements 
of  growth  and  maturation  are  postulated  in  association 
with  the  group  therapy  experience,  no  specific  data 
are  available  to  prove  this.  We  see  considerable  evi¬ 
dence  of  personality  change  and  social  maturation  in 
many  of  our  students.  However,  all  of  our  rehabilita¬ 
tion  activities  are  directed  toward  such  movement,  and 
we  cannot  isolate  the  benefits  of  the  group  therapy,  al¬ 
though  we  consider  it  an  integral  and  important  part 
of  our  total  rehabilitation  program. 
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Psychological  Acceptance  of 
the  Disability  in 
Counseling  Adolescents  and 
Young  Adults:  The  Blind 


At  the  Cleveland ,  Ohio  meeting  of  the 
American  Psychological  Association  in 
l953>  a  symposium  on  “ Developing  Psy¬ 
chological  Acceptance  of  Disability  in 
Counseling  Adolescents  and  Young 
Adults ”  vo as  conducted.  The  session  voas 
cosponsored  by  the  National  Council  on 
Psychological  Aspects  of  Physical  Dis¬ 
ability  and  the  U.  S.  Office  of  Vocational 
Rehabilitation.  Dr.  Cholden  spoke  on 
counseling  of  the  blind.  The  paper  voas 
included  in  Counseling  for  Psychological 
Acceptance  of  Disability,  published  by 
the  U.  S.  Office  of  Vocational  Rehabili¬ 
tation. 


his  title  presents  an  ambitious  attempt 
to  attack  a  most  difficult  and  unstudied  area 
in  the  field  of  counseling  and  rehabilitation. 
It  implies  coordinating  an  awareness  of: 
( i )  The  need,  aims  and  difficulties  in  developing  psy¬ 
chological  acceptance  of  the  disability;  (2)  The  values, 
methods  and  goals  of  the  counseling  effort;  and  (3) 
The  internal  events  which  characterize  the  stages  of 
development  we  call  adolescence  and  young  adult¬ 
hood.  This  is  an  alarming  series  of  topics,  on  each  of 
which  our  science  tenuously  holds  only  the  most  ele¬ 
mentary  information.  Yet  I  believe  it  to  be  a  worth¬ 
while  effort  for  us  to  share  our  experience  and 
thoughts  on  such  a  topic,  for  we  cannot  leave  such  a 
discussion  without  feeling  stimulated  to  think  more 
of  our  limitations  in  applying  and  integrating  what 
knowledge  is  available  to  us. 

The  first  of  these  awarenesses  relates  to  the  need  for 
the  disabled  person  to  develop  psychological  accept¬ 
ance  of  his  handicap.  The  individual  who  acquires  a 
handicap  in  essence  becomes  a  different  person  from 
his  former  self.  In  blindness,  his  eyes  are  the  least  part 
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of  the  person  that  is  affected.  Mainly,  the  inner  person 
is  altered.  His  aspirations,  his  interpersonal  relation¬ 
ships,  his  body  image,  his  concept  of  self  and  of  his 
relationship  to  the  physical  world  are  strongly  af¬ 
fected,  if  not  completely  changed.  And  it  is  basic  to 
any  rehabilitation  or  readjustment  toward  the  utiliza¬ 
tion  of  his  potentialities  that  he  recognize  this  change 
in  self.  The  recognition  of  the  need  for  this  large-scale 
intra-psychic  change  is  what  is  implied  in  the  appar¬ 
ently  limited  expression,  “the  psychological  acceptance 
of  the  new  self  which  has  a  disability.”  This  basic 
movement  in  the  internal  psychological  structure  of 
the  handicapped  person  is  primary;  it  must  take  place 
before  he  can  effectively  accomplish  all  of  the  new 
learning  that  is  essential  for  his  future  development. 

The  second  awareness  on  the  list,  namely,  the  mean¬ 
ing  of  the  term  “counseling,”  is  vague  to  me.  In  the 
many  definitions  of  counseling  I  have  encountered, 
only  the  ultimate  intent  seems  to  have  any  constancy. 
That  is,  that  counseling  is  a  form  of  human  helping  in 
which  the  counselee  attains  different  forms  of  satisfac¬ 
tions  than  he  knew  before.  The  difference  between 
counseling  and  psychotherapy  eludes  me;  it  often 
seems  to  be  a  geographical  difference,  or  possibly  a 
difference  of  degree.  At  any  rate,  the  counselor  by  his 
relationship  with  the  disabled  person  in  some  way 
hopes  to  affect  the  psychological  world  of  the  client. 
We  might  assume  that  the  ideal  goal  of  counseling, 
seldom  if  ever  achieved,  is  that  case  in  which  the  client 
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is  helped  to  utilize  his  potentialities  to  the  maximum 
and  obtain  optimal  satisfaction  from  life. 

The  third  important  understanding  we  must  reach 
to  discuss  our  symposium  topic  adequately  is  con¬ 
cerned  with  adolescence  and  young  adulthood.  Ado¬ 
lescence  with  its  physiological  and  psychological 
changes  is  possibly  the  most  painful  period  of  life.  It 
is  a  time  of  emotional  upheaval  and  turmoil  accom¬ 
panying  the  biological  development  of  sexual  maturity. 
Explosive  affective  states  accompany  the  metamor¬ 
phosis  that  is  adolescence,  a  metamorphosis  from  child 
to  adult.  A  part  of  this  emergence  into  adulthood  is 
the  discarding  of  the  dependent  role  of  the  child  with 
rebellious  and  sometimes  violently  acted-out  rejection 
of  any  dependent  position.  This  defiance  of  authority 
is  usually  accompanied  by  a  dependence  on  teen  group 
approval.  Thus  the  adolescent  transfers  his  areas  of  de¬ 
pendency.  The  need  at  this  time  of  life  for  group  ac¬ 
ceptance  and  group  identity  is  probably  higher  than 
at  any  other  period  of  life. 

When  the  physiological  changes  have  quieted  and  a 
relatively  constant  set  of  attitudes  have  been  developed 
that  might  be  characterized  by  the  term  “mature,”  we 
think  of  the  individual  as  a  grown-up  adult.  We  assume 
that  the  erratic  impulsivity,  the  irresponsibility,  the 
flagrant  daydreaming,  and  the  persistent  acting  out  of 
conflicts  are  over.  Also,  the  major  problems  of  the  in¬ 
dividual  do  not  lie  so  close  to  the  surface,  and  more 
constant  and  adequate  defenses  are  erected  against  con- 
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flicts.  In  other  words,  the  person  is  grown  up  when 
the  storm  is  over.  There  may  be  flurries  of  disturbance 
as  adolescent  problems  recur  from  time  to  time,  and 
even  occasionally  a  regression  may  take  place.  But  the 
young  adult,  with  his  many  new  problems,  is  in  better 
control  of  his  psychological  self. 

Three  years  as  consultant  to  the  Kansas  Rehabilita¬ 
tion  Center  for  the  Blind  have  acquainted  me  with  the 
deep  need  for  each  blind  person  to  recognize  his  dis¬ 
ability  and  accept  it  as  a  part  of  his  life.  My  experience 
has  also  emphasized  the  formidable  resistance  of  the 
human  organism  to  change  of  his  self-concept.  I  have 
seen  relatively  few  adolescents  who  lost  their  sight,  but 
I  have  had  the  opportunity  of  exploring  this  stage  of 
development  in  retrospect  with  many  of  my  patients. 
Comparatively  young  adults,  both  with  congenital  and 
acquired  blindness,  have  comprised  the  bulk  of  my 
experience. 

Because  of  the  structure  of  my  relationship  and  the 
short  time  I  have  to  work  with  my  young  adult  pa¬ 
tients,  I  feel  comfortable  in  a  relatively  active  role.  It 
has  proved  fruitful  to  point  out  to  a  patient  areas  where 
he  does  not  accept  his  disability,  and  areas  where  he 
avoids  problems  that  blindness  brings.  I  do  not  feel 
comfortable  in  this  role  with  adolescents.  There  are 
too  many  other  problems  percolating  at  the  same  time 
for  the  therapist  to  add  another  to  the  boiling  cauldron. 
While  in  essence  the  patient  always  sets  the  pace  of  the 
relationship,  the  therapist  may  stimulate  a  faster  pace 
on  occasion.  With  an  adolescent,  I  prefer  to  leave  the 
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tempo  of  therapeutic  movement  to  him.  The  therapist 
must  offer  himself  as  a  relatively  fixed,  nonthreatening, 
warm  figure.  He  must  not  take  responsibility,  for  es¬ 
pecially  with  the  adolescent  this  will  raise  the  red  flag 
of  authority.  A  sure  sign  of  combat  rather  than 

What  I  am  describing  is  an  atmosphere  which  I  be¬ 
lieve  will  expedite  and  facilitate  the  acceptance  of  his 
disability  for  the  adolescent.  This  atmosphere  is  one 
in  which  the  patient  sees  the  therapist  as  an  available 
resource  help  for  the  resolution  of  his  many  internal 
stresses  which  holds  the  minimal  threat.  I  approach 
the  discussion  of  the  problems  of  blindness  with  con¬ 
siderable  caution.  For  the  patient  is  first  an  adolescent, 
and  then  a  handicapped  adolescent.  When  he  can  deal 
with  his  other  problems  adequately,  he  will  deal  more 
adequately  with  the  problems  of  blindness. 

A  case  might  illustrate  this  point.  One  year  ago,  a 
boy  of  fourteen  was  sent  to  us  by  the  superintendent 
of  the  school  for  the  blind  as  an  incorrigible  delin¬ 
quent.  His  aggressive  behavior  was  impossible  for  the 
school  to  tolerate.  We  spoke  for  about  five  sessions  of 
his  feelings  of  not  belonging  to  the  group,  and  of  his 
many  problems  in  proving  his  manliness.  I  do  not  re¬ 
call  any  reference  to  the  subject  of  blindness,  except 
for  a  short  mention  of  the  explosion  which  caused  it 
when  he  was  eight  years  old;  yet  I  was  well  aware  of 
the  fact  that  he  did  not  accept  his  disability  as  a  fact  of 
his  future  life. 

Nevertheless,  he  returns  now  a  year  later,  a  boy  who 
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is  an  accepted  leader  in  his  school,  on  excellent  terms 
with  the  superintendent,  and  showing  unusual  aware¬ 
ness  and  acceptance  of  his  disability.  It  seems  to  me 
that  what  happened  in  this  case  was  that  when  the  rest 
of  his  house  was  in  order,  this  adolescent  could  go  on 
to  work  on  the  problems  of  his  blindness.  While  I  do 
not  recommend  therapy  with  the  disabled  that  avoids 
the  subject  of  handicap,  with  the  adolescent,  caution  in 
introducing  new  areas  of  problems  must  be  observed. 

Some  of  the  special  preoccupations  of  the  adolescent 
make  acceptance  of  blindness  especially  difficult:  ( i ) 
The  importance  of  bodily  attractiveness  in  the  female, 
and  masculine  strength  and  independence  in  the  male. 
These  preoccupations  are  of  course  related  to  sexual 
fears  which  are  accentuated  in  the  blind  adolescent; 
(2)  The  problems  of  developing  independence  in  an 
adolescent  who  must  accept  certain  dependencies 
which  are  characteristic  for  blindness;  (3)  The  ex¬ 
hibitionism  accompanied  with  the  desire  for  anonymity 
of  the  adolescent.  Someone  has  used  the  term,  “lack 
of  anonymity”  to  describe  the  feeling  of  blind  people, 
that  they  are  under  surveillance  at  all  times  when 
sighted  people  are  about. 

With  young  adults  I  do  not  feel  such  extra  reticence 
and  caution  to  be  necessary.  Certainly  a  sensitive  and 
understanding  empathy  is  basic  to  the  therapeutic  re¬ 
lationship.  But  it  is  possible  to  focus  attention  on  the 
subject  of  blindness  and  allow  the  patient  to  explore 
his  feelings  concerning  his  handicap.  With  the  free  ex- 
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ploration  of  feelings  concerning  the  many  special 
meanings  of  blindness  to  the  patient,  the  resistances  to 
the  acceptance  of  the  handicap  always  diminish.  There 
seems  to  be  no  rule  for  such  an  explanation.  Again,  the 
patient  must  lead  the  therapist.  Blindness  will  have  a 
different  meaning  for  each  individual,  and  the  thera¬ 
pist’s  preconceptions  of  areas  to  discuss  and  explore 
will  seldom  be  helpful.  Some  blind  people  cannot  accept 
their  handicap  because  it  means  they  have  been  pun¬ 
ished  for  their  own  or  their  parent’s  sins.  Others  may 
give  blindness  sexual  meanings.  Others  may  feel  it 
means  an  end  to  their  acceptance  by  society  as  a  valid 
person.  Others  may  emphasize  the  economic  problems 
of  the  blind.  Still  others  cannot  accept  their  blindness 
because  they  resent  the  feeling  of  pity  they  believe  the 
sighted  feel  for  them.  If  these  and  other  problems  re¬ 
lating  to  blindness  are  explored  with  him,  the  blind 
person  may  see  his  fears  and  resistance  blocks  more 
clearly.  And  with  this  increased  clarity,  the  situation 
usually  seems  less  hopeless  to  him. 
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The  Client  and 
Medical  Services 
Rehabilitation 


The  broad  focus  and  scope  of  the  Eighty  - 
First  Annual  Forum  of  the  National  Con¬ 
ference  of  Social  Work  carried  out  the 
idea  envisaged  in  its  theme — “ Inventory 
and  Opportunity Basic  problems ,  cru¬ 
cial  ideas ,  and  urgent  questions ,  reflecting 
the  times  in  which  we  are  living ,  were  set 
forth  and  discussed.  Out  of  the  richness 
of  his  experience  Dr.  Cholden  at  this  con¬ 
ference  presented  a  paper  entitled  uThe 
Client  and  Medical  Services  in  Rehabili¬ 
tation.^  It  was  included  with  other  pa¬ 
pers  in  a  volume  called  Casework  Papers, 
National  Conference  of  Social  Work,  At¬ 
lantic  City,  1954,  published  by  Family 
Service  Association  of  America. 


his  paper  deals  with  some  of  the  more 
theoretical  aspects  of  the  rehabilitation 
process,  rather  than  with  the  specific  area 
suggested  by  the  title.  This  interest  of  mine 
expresses  my  own  medical  bias,  for  I  am  a  psychiatrist; 
and  the  attitudes  and  psychological  problems  that 
seem  so  fundamental,  yet  so  unexplored,  in  rehabili¬ 
tation  efforts  would  seem  naturally  to  be  the  focus 
of  my  attention. 

The  dictionary  defines  rehabilitation  as  the  restora¬ 
tion  to  a  former  state.  However,  with  many  of  our 
clients  we  are  not  attempting  to  restore  them  to  a 
former  state  in  terms  of  complete  physical  integrity 
of  the  body.  Rather,  what  we  are  attempting  to  attain 
is  a  restoration  of  the  psychological  integrity  of  the 
individual.  We  hope  to  reinstate  the  person  who  has 
lost  the  full  use  of  his  sight,  his  leg,  his  hearing,  or 
some  other  functioning  unit  of  his  body,  to  a  former 
state  of  adequacy  as  a  total  functioning  being.  We 
hope  to  give  this  individual  a  life  that  has  fullness, 
vocational  direction,  internal  satisfaction  and  the  op- 
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timal  use  of  his  potentialities.  Rehabilitation,  then,  is 
synonymous  with  an  effort  toward  maximal  adjust¬ 
ment,  or  better  stated,  readjustment  of  the  person  who 
has  a  handicap.  It  also  implies  helping  him  find  again 
a  place  in  society. 

If  we  understand  that  rehabilitation,  or  the  state  of 
being  rehabilitated,  is  essentially  the  external  manifes¬ 
tation  of  a  number  of  changed  psychological  attitudes, 
an  understanding  of  our  failures  and  our  problem 
cases  may  be  facilitated.  Rehabilitation  is  not  simply 
offering  an  artificial  limb.  There  are  inner  psychologi¬ 
cal  events  that  must  occur  between  receiving  a  crutch 
and  accepting  lameness.  We  are  aware  of  these  things 
implicitly,  and  sometimes  explicitly.  However,  we  do 
not  always  act  as  if  we  were  aware  of  the  necessity 
for  psychological  change.  If  we  did  keep  this  aware¬ 
ness  in  the  forefront  of  our  helping  efforts,  the  mys¬ 
teries  of  rehabilitation  would  often  disappear. 

For  the  purposes  of  clarification,  rehabilitation  ef¬ 
forts  may  be  divided  into  the  following  spheres  or 
classifications: 

i.  The  physical  restoration  class  is  that  sphere  of 
rehabilitation  in  which  we  give  the  patient  our  best 
medical  help  in  attaining  his  optimum  physical  status. 
In  this  area  are  to  be  found  the  efforts  toward  arrang¬ 
ing  plastic  surgery,  and  securing  artificial  limbs,  hear¬ 
ing  devices,  and  so  on,  for  the  patient.  This  class  also 
includes  whirlpool  baths,  physical  retraining  of  para¬ 
lyzed  muscles,  and  adequate  medical  consultation. 
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2.  The  educative  rehabilitation  effort  is  the  area  in 
which  we  attempt  to  teach  the  client  methods  of  liv¬ 
ing  within  his  handicap.  We  would  place  in  this  classi¬ 
fication  the  teaching  of  braille  or  travel  skills  to  the 
blind,  of  lipreading  to  the  deaf  or  of  walking  with  a 
crutch  to  the  crippled.  This  group  also  includes  edu¬ 
cative  efforts  toward  developing  vocational,  avoca- 
tional,  personal  grooming  and  social  skills. 

3.  The  psychological  rehabilitation  effort  is  directed 
specifically'  toward  the  psychological  status  of  the 
client.  In  this  area  belong  our  efforts  to  help  the  client 
recognize  himself  as  a  handicapped  person.  This  would 
include  our  work  to  help  him  understand  his  limita¬ 
tions  and  to  desire  to  find  his  maximum  fulfillment 
within  them.  This  is  sometimes  spoken  of  in  terms  of 
accepting  the  handicap.  In  this  sphere,  the  client’s  in¬ 
terest  in  traveling  the  demanding  and  rocky  road  to¬ 
ward  readjustment  is  fostered. 

It  is  my  feeling  that  any  of  our  efforts  in  the  first 
two  classes  of  rehabilitation  will  be  wasted  unless  we 
know  where  we  stand  in  relation  to  the  third  class,  the 
sphere  of  psychological  rehabilitation.  It  is  remarkable 
how  much  we  can  do  in  relation  to  the  first  two 
classes.  We  know  many  wonderful  ways  of  making 
weak  muscles  stronger,  and  we  have  excellent  ideas 
about  such  things  as  teaching  braille.  But  how  little  we 
know  about  making  a  frightened,  handicapped  person 
courageous,  or  a  dependent  client  desirous  of  inde¬ 
pendence. 


63 


CLIENT  AND  MEDICAL  SERVICES 


We  are  often  amazed  at  the  magnificent  examples 
of  rehabilitative  success,  showing  how  people  have 
conquered  their  handicaps  against  great  odds  and  with¬ 
out  our  help — the  blind  man  in  the  hills  of  Kentucky, 
for  instance,  who  builds  a  house  and  organizes  an 
adequate  business  alone.  Compare  this  person  with  the 
clients  we  all  know  who  have  been  unable  to  do  any¬ 
thing  independently  despite  the  most  competent  as¬ 
sistance  we  can  offer.  The  differences  certainly  lie  in 
the  psychological  sphere,  in  the  psychological  atti¬ 
tudes  of  these  different  people  toward  their  handicaps. 
It  is  in  this  hazy  land  of  attitudes,  personal  feelings,  in¬ 
terpersonal  relationships  and  inner  life  that  I  feel  we 
shall  make  our  greatest  advances  in  the  rehabilitation 
field. 


CLIENT  MOTIVATION 

I  should  like  to  limit  my  attention  to  an  even  smaller 
facet  of  rehabilitation  than  the  wide  sphere  of  psycho¬ 
logical  rehabilitation.  It  is  the  problem  of  the  client’s 
motivation  for  rehabilitation.  This  is  a  problem  of 
which  all  of  us  are  deeply  aware,  and  which  is  basic 
to  any  rehabilitation  effort.  Yet  this  area  of  motivation, 
which  seems  so  inevitably  basic,  has  received  remark¬ 
ably  little  theoretical  consideration. 

Unfortunately,  we  sometimes  do  give  the  client  an 
artificial  leg  or  a  white  cane  and  a  few  lessons,  and 
then  expect  him  to  walk  or  to  venture  out  alone.  How 
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often  do  we  ask  ourselves  how  much  he  wants  to 
walk?  We  are  always  careful,  of  course,  to  have  his 
cardiac  condition  studied;  but  it  is  a  rare  occasion 
when  we  make  so  thorough  a  study  of  his  motivational 
condition. 

When  I  worked  as  a  consultant  to  the  State  of  Kan¬ 
sas  Services  for  the  Blind,  and  particularly  with  the 
staff  of  the  Rehabilitation  Center  for  the  Blind  in 
Topeka,  I  often  asked  myself  the  question:  “How  can 
we  best  develop  the  drive  for  rehabilitation  in  this 
client?”  Or  to  phrase  it  differently,  “How  can  I  get 
him  to  want  to  learn?”  or  “How  can  I  motivate  this 
person?”  The  task  implied  by  this  question  was  a  hard 
one  to  face,  harder  to  think  through,  and  sometimes 
impossible  to  accomplish. 

I  should  like  to  discuss  a  shift  in  emphasis  in  my 
thinking  which  seemed  most  fruitful  in  attempting  to 
answer  this  question. 

Let  us  note,  first,  that  the  question  was  stated  in  such 
a  manner  as  to  assume  that  motivation  is  an  attribute 
that  the  client  can  gain  through  some  external  effort 
on  the  part  of  the  rehabilitation  worker.  Thus,  the 
worker  would  attempt  to  give  the  client  motivation. 
Through  inspirational  examples,  reassurance,  compari¬ 
sons,  offers  of  support,  and  so  on,  he  would  try  to 
impose  on  the  client  his  own  desire  that  the  client 
learn.  Often  this  desire  was  matched  by  the  client’s 
inherent  desire  to  learn.  However,  it  was  not  too  un¬ 
usual  for  the  client  to  resist  these  efforts,  well  meant 
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as  they  were.  Of  course,  this  failure  to  accomplish  our 
aim  may  have  been  related  to  the  fact  that  the  clients 
with  whom  we  were  dealing  were  those  who  had  had 
great  difficulty  in  previous  attempts  at  rehabilitation. 

The  shift  in  thinking  which  seemed  useful  was  the 
eventual  recognition  that  the  drive  to  learn,  the  inner 
need  to  become  independent,  and  a  desire  to  attain 
maximal  fulfillment  are  invariably  present  in  our 
clients.  When  we  could  not  discover  these  drives,  it 
was  because  we  had  not  looked  hard  enough.  This 
change  of  direction  in  relation  to  the  source  of  motiva¬ 
tion  made  considerable  difference  in  our  rehabilitation 
efforts.  We  could  then  direct  our  attention,  not  to 
stimulating  the  client,  imposing  our  goals  on  him,  or 
offering  him  motivation,  but  rather  to  releasing  his 
own  desire  to  grow.  We  were  then  free  to  focus  our 
efforts  on  the  blocking  forces  that  were  impeding  the 
emergence  of  this  maturational  drive. 

I  once  heard  a  staff  member  ask  a  question  rather 
different  from  the  one  he  would  previously  have  used 
in  speaking  to  a  client.  When  the  client  said  that  he 
could  not  do  something,  the  worker  asked,  “Why  do 
you  feel  that  you  can’t  do  it?”  Previously  he  might 
have  said,  “You  can  do  it,  I  know  you  can,”  or,  “If 
John  can  do  it  you  can  too!”  The  counselor  was  now 
wondering  what  the  forces  were  that  were  holding 
this  man  back  from  doing  this  task.  When  he  under¬ 
stood  those  forces  he  could  then  attempt  to  deal  with 
them. 


66 


A  PSYCHIATRIST  WORKS  WITH  BLINDNESS 

One  of  the  questions  suggested  for  discussion  in  this 
meeting  was,  “How  is  motivation  built  and/or  sus¬ 
tained?  ”  As  a  result  of  this  shift  in  emphasis  I  have 
been  describing,  I  feel  that  this  question  is  essentially 
invalid.  The  motivation  is  there.  Our  concern  must 
be  directed  toward  removing  the  blocks  that  lie  in  the 
path  of  the  full  utilization  of  the  client’s  inherent  mo¬ 
tivations. 


INHIBITING  FORCES 

What  are  the  forces  that  are  most  commonly  seen 
to  block  the  desire  to  progress  to  this  higher  state  of 
independence  that  we  call  maximal  adjustment — the 
end  point  of  our  rehabilitation  efforts?  A  common  one 
is  the  feeling  the  client  may  have,  after  acquiring  a 
handicap,  that  he  can  never  be  accepted  by  society. 
Consequently,  he  sees  no  reason  why  he  should  make 
the  difficult  effort  to  reorganize  himself  in  another 
way.  Another  common  block  to  rehabilitation  efforts 
is  the  desire  to  remain  dependent.  It  is  remarkable  how 
frequently,  out  of  a  sense  of  guilt,  society  will  cater 
to  the  dependency  needs  of  a  client.  Again,  his  own 
stereotyped  attitude  toward  his  handicap  may  impede 
rehabilitation  efforts;  for  example,  that  the  arthritic  is 
repulsive,  the  cardiac  cannot  walk  the  stairs,  the  blind 
are  all  beggars,  and  so  on.  There  are  many  other  block¬ 
ing  forces  that  inhibit  the  emergence  of  the  drive  to¬ 
ward  independent  existence. 
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So  often  are  these  inhibiting  factors  related  to  social 
fears  or  familial  problems  that  it  seems  the  social 
worker  is  the  one  who  can  best  understand  and  plan 
for  dealing  with  them.  Many  of  you  have  had  experi¬ 
ences  in  which  families  of  clients  have  actually  resisted 
and  sabotaged  efforts  directed  toward  helping  the 
client  to  become  independent.  You  must  recognize 
how  these  pressures  affect  the  client’s  desire  to  change. 

The  one  thing  that  seems  clear  to  me  is  that  each 
person,  no  matter  how  regressed  or  unprogressed  he  is, 
has  a  drive  toward  mature  independence.  Such  a  drive 
was  seen  to  be  operating  in  a  man  of  thirty-two  who 
had  been  spoonfed  by  his  mother  since  childhood.  He 
was  congenitally  blind,  and  we  had  to  teach  him  to 
eat.  One  might  think  that  if  he  had  a  desire  to  feed 
himself  he  would  have  done  so  before  he  came  to  us 
at  the  age  of  thirty-two.  But  he  had  not  done  so.  It 
was  important  for  him,  as  it  is  for  each  of  our  clients, 
to  get  the  feeling  that  as  friendly  and  interested  people 
we  believed  in  his  desire  to  change.  Once  a  person  is 
aware  of  such  belief — and  he  will  test  it  in  many  dif¬ 
ferent  ways — he  will  obtain  reinforcement  enough 
to  operate  on  this  belief.  This  reinforcement,  which 
can  result  from  the  attitude  of  the  social  worker  or 
counselor,  often  gives  the  client  the  courage  to  deal 
with  the  forces  that  block  and  inhibit  his  motivation 
for  rehabilitation. 

Rehabilitation  is  the  external  manifestation  of  a 
number  of  changed  inner  psychological  attitudes  in  a 
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handicapped  person.  We  now  recognize  one  force — 
motivation — as  being  primary  both  in  the  external 
changes  and  in  the  inner  psychological  changes.  Suc¬ 
cess  in  the  first  two  spheres  of  rehabilitation  will  be  a 
measure  of  the  motivation  present.  The  client  who 
desires  to  learn  will  make  the  inner  psychological 
changes  that  will  allow  him  to  learn  to  the  best  of  his 
ability.  He  will  then  be  able  to  utilize  our  physical 
and  educational  rehabilitation  efforts. 


Some  Psychiatric  Problems 
in  the  Rehabilitation  of 
the  Blind 


In  1 953  Dr.  Cholden  left  T opeka  'where , 
besides  his  other  activities ,  he  had  been 
serving  as  cojisultant  to  the  Kansas  Re¬ 
habilitation  Cejjter  for  the  Blind.  He  gave 
a  summary  of  his  philosophy  and  his 
work  with  blind  individuals  at  the  annual 
convention  of  the  American  Association 
of  Workers  for  the  Blind  in  Washington , 
D.  C.,  in  1953.  The  paper  was  printed  in 
the  Proceedings  for  that  year.  A  some¬ 
what  expanded  version  of  the  paper  was 
published  in  The  Bulletin  of  the  Mennin- 
ger  Clinic,  Volume  18,  No.  3,  May  1954. 
This  is  the  version  included  in  this  com¬ 
pilation. 


HE  ADULT  WHO  LOSES  HIS  SIGHT  faces  a 

task  that  can  be  succinctly  stated  as  one 
of  internal  reorganization  to  the  fact  that 
he  now  is  a  different  person.  His  capacities, 
his  interests,  his  social  position,  his  body  image,  his 
aspirations  are  all  affected,  if  not  completely  changed. 
And  it  is  important  to  know  that  until  he  accepts  the 
fact  that  he  is  this  different  person — a  blind  person — 
rehabilitation,  or  the  relearning  necessary  for  adjust¬ 
ment  to  blindness,  cannot  proceed.  This  fact,  which 
seems  so  inevitably  simple,  remains  one  of  the  gravest 
stumbling  blocks  in  the  process  of  rehabilitation  after 
the  loss  of  vision. 


SHOCK  STAGE 

If  an  adult  suffers  loss  of  sight  with  any  degree  of 
suddenness,  he  will  usually  react  with  a  state  of  psy¬ 
chological  immobility  that  can  best  be  described  as  a 
state  of  shock.  During  this  period,  which  may  last 
from  a  few  days  to  a  few  weeks,  he  finds  himself  un¬ 
able  to  think  or  feel.  (One  patient  aptly  described  this 
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time  in  terms  of  feeling  “frozen.”  He  felt  nothing.) 
It  would  seem  that  his  new  task  is  so  formidable  that 
he  must  approach  it  by  retrenching  his  energies  for 
a  time.  He  reacts  to  the  feeling  of  imminent  chaos 
and  disintegration  by  an  emergency  constriction  of 
his  ego.  I  have  often  heard  patients  describe  their  lack 
of  feeling  pain  or  anything  else  the  week  after  they 
became  blind.  It  is  understandable  for  the  patient  to 
isolate  his  feelings  and  to  reflexly  withdraw  his  interest 
in  the  environment  and  the  awareness  of  emotions 
relating  to  his  condition,  in  order  to  protect  himself 
from  the  severe  pain  he  would  otherwise  feel.  We  can 
then  think  of  this  shock  stage  as  a  period  of  protective 
emotional  anesthesia  which  is  available  to  the  human 
organism  under  such  stress. 

The  degree  of  damage  to  the  ego  and  the  capacity 
to  recover  from  the  initial  shock  reaction  will  depend 
on  the  degree  of  ego-strength  and  maturity  attained 
at  the  time  of  the  disability.  The  way  the  individual 
has  learned  to  cope  with  his  major  life  problems  and 
emergencies  antedating  his  blindness  will  largely  de¬ 
termine  his  ego-recovery  capacity  as  far  as  blindness  is 
concerned,  assuming,  of  course,  that  the  external  ob¬ 
stacles  are  not  too  great.1 

A  tentative  hypothesis  which  has  emerged  from 
rehabilitation  work  with  the  blind  might  be  stated  as 
follows:  The  longer  the  shock  state,  and/or  the 
greater  the  number  of  shock  episodes,  the  more  dif¬ 
ficult  is  the  person’s  rehabilitation  to  blindness. 
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This  principle  has  important  implications  in  the 
treatment  of  the  newly  blinded  person.  For  a  while, 
no  readjustment  effort  is  effective  during  this  with¬ 
drawn  state;  the  shock  state  can  be  reinduced  by  rais¬ 
ing  and  then  dashing  hopes  for  the  return  of  vision 
during  the  readjustment  process.  I  know  of  no  in¬ 
vestigation  which  assesses  the  effect  of  therapeutic 
efforts  to  abort  or  change  the  course  of  this  state  of 
emotional  withdrawal.  In  fact,  it  would  seem  unwise 
to  do  so,  for  the  patient  seems  to  need  this  time  to 
marshal  his  forces  and  reorganize  his  inner  strengths  to 
meet  the  new  challenges  before  him.  Attempts  to  pre¬ 
vent  the  patient  from  entering  the  next  stage,  that  of 
depression,  often  leaves  him  with  a  prolonged  shock 
stage. 


DEPRESSION 

As  the  newly  blinded  patient  begins  to  experience 
emotions  again,  what  he  feels,  and  the  way  he  reacts, 
seems  similar  in  all  respects  to  what  is  often  called  a 
“reactive  depression.”  We  see  the  usual  self-recrimina- 
tions,  feelings  of  hopelessness,  self-pity,  lack  of  con¬ 
fidence  in  meeting  problems,  suicidal  thoughts  and 
psychomotor  retardation.  The  patient  is  then  reacting 
emotionally  to  his  loss.  He  recognizes  the  loss  of  his 
vision  and  begins  a  period  of  mourning  for  his  dead 
eyes.  We  all  recognize  the  need  for  mourning  the  loss 
of  a  loved  object.  This  is  an  apt  comparison,  for  indeed 
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the  patient  must  die  as  a  sighted  person  in  order  to  be 
reborn  as  a  blind  man.  The  important  aspect  of  this 
period  is  that  it  seems  to  be  an  important  and  neces¬ 
sary  phase  in  the  reorganization  process.  In  the  cases 
I  have  seen,  it  would  seem  that  the  patient  needs  to 
experience  this  depression  before  he  can  accept  the 
reality  of  his  blindness.  Thus,  it  is  not  a  poor  prog¬ 
nostic  sign,  nor  should  efforts  be  made  to  prevent  or 
abort  it. 

In  essence,  the  newly  handicapped  individual  must 
realize  with  his  whole  being  that  he  has  lost  something 
of  himself  and  is  now  a  new  person  with  different 
capacities  and  potentialities  from  the  person  he  was. 
Besides  experiencing  the  loss  of  an  organ,  he  experi¬ 
ences  the  loss  of  his  accustomed  inner  picture  of  his 
physical  self  and  his  psychological  self.  This  loss  of 
inner  concept  of  self  and  the  change  to  a  different  in¬ 
ternal  structure  of  self  is  what  constitutes  the  essential 
fact  of  reorganization  or  rehabilitation  to  the  disability. 
The  awareness  of  this  need  for  intrapsychic  change  is 
basic  to  an  acceptcnice  of  himself  as  a  handicapped 
person. 

Many  obstacles  stand  in  the  path  of  the  patient’s 
acceptance  of  his  handicap  and  of  progress  through 
the  above-mentioned  stages  of  shock  and  depression. 
Both  internal  and  external  forces  are  operating  to  pre¬ 
vent  the  newly  blinded  individual  from  the  full  rec¬ 
ognition  of  his  new  status.  Some  of  the  internal  forces 
resisting  acceptance  of  the  handicap  are  (a)  the  inertia, 
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or  resistance  to  change  of  the  human  personality;  (b) 
the  stereotypes  the  patient  has  held  relating  to  the  blind 
as  a  class;3  (c)  the  irrational  feelings  concerning  blind¬ 
ness  with  its  sexual  meanings  and  historical  connota¬ 
tion  as  a  punishment  for  sins;  (d)  the  minority  group 
aspect  of  blindness  with  its  meanings  in  terms  of  in¬ 
ferior  status  and  personal  devaluation;  (e)  the  neces¬ 
sary  dependencies  which  accompany  this  handicap. 
These  are  some  of  the  internal  pressures  which  act 
to  make  the  patient  resist  the  acceptance  of  blindness. 

Another  important  factor  that  should  be  explored 
in  more  detail  is  the  concerted  effort  of  society  to  pre¬ 
vent  the  patient  from  accepting  his  blindness  as  a  fact. 
Well-meaning  and  sympathetic  friends  and  relatives 
will  do  everything  possible  to  cheer  the  patient  with 
news  of  miraculous  cures,  or  wonderful  doctors,  or 
new  drugs,  to  help  the  patient  believe  his  sightlessness 
is  not  final.  Ministers  will  offer  proof  of  the  efficacy 
of  faith  and  prayer  in  returning  vision  to  the  blind. 
Everyone  offers  hope  for  the  return  of  sight.  Rarely 
is  any  hope  offered  that  the  patient  may  yet  have  a 
full  life  as  a  blind  man,  that  it  is  only  a  different  kind 
of  life  he  must  learn  to  live.  It  would  seem  that  in  our 
society  the  prospect  of  life  as  a  blind  person  is  too 
horrible  to  contemplate.  Friends  and  relatives  then  do 
whatever  they  can  to  prevent  the  acceptance  of  blind¬ 
ness  by  the  patient,  thereby  hindering  and  sometimes 
preventing  the  necessary  readjustments  which  are  pri¬ 
mary  to  the  rehabilitation  process. 
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In  working  with  blind  adults  at  the  rehabilitation 
center,  I  was  impressed  with  the  important  role  oph¬ 
thalmologists  played  in  withholding  the  fact  of  blind¬ 
ness  from  many  of  their  patients.  So  often  they  offered 
hope  for  future  help  in  the  form  of  surgery  or  medi¬ 
cines  to  the  newly  blinded  patient.  I  was  glad,  there¬ 
fore,  to  take  the  opportunity  to  address  two  large 
ophthalmological  groups  concerning  the  importance 
of  informing  the  patient  of  his  visual  status.  My  thesis 
was  that  effective  rehabilitation  could  not  begin  un¬ 
til  the  patient  accepted  his  blindness  as  a  reality.  It 
was  interesting  that  many  of  the  ophthalmologists  I 
addressed  told  me  of  their  various  patients  who  they 
believed  should  not  know  of  their  blindness.  The  usual 
explanation  for  this  belief  was  that  “the  patient  could 
not  take  the  shock.” 

On  closer  scrutiny,  however,  it  would  appear  that 
sometimes  the  ophthalmologist  has  to  offer  this  hope 
for  return  of  vision  in  order  to  lift  his  own  spirits. 
This  is  the  impression  I  received  from  my  discussions 
at  the  ophthalmological  meetings.  The  first  five  ques¬ 
tions,  after  my  paper  at  one  of  these  meetings,  each 
had  the  words  “tragedy”  or  “death”  included.  Exam¬ 
ples  are:  “How  can  you  tell  a  person  he  is  blind?  It’s 
like  telling  him  he  is  dead,”  or  “If  I  just  tell  my  pa¬ 
tients  of  their  tragedy,  they  will  probably  commit 
suicide!”  From  these  experiences  I  realized  that  the 
fact  of  blindness  in  their  patients  is  extremely  anxiety- 
provoking  in  many  ophthalmologists.  This  might  be 
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explained  in  a  number  of  ways.  Some  of  these  factors 
are  related  to  the  emotional  involvement  relating  to 
sight  that  expressed  itself  by  the  physician’s  choice  of 
his  profession.  This  deep  interest  in  vision  causes  him 
to  spend  his  life  working  for  the  preservation  of  vision; 
thus  its  loss  may  be  seen  as  a  personal  defeat.  A  rather 
interesting  and  illuminating  experience  occurred  at 
one  of  these  meetings  when  two  younger  ophthalmol¬ 
ogists  asked  me  whether  “blind  people  had  sexual  re¬ 
lations  like  normal  people.”  I  was  also  informed  that 
in  one  ophthalmological  residency  program,  use  of 
the  word  “blind”  was  prohibited  when  the  physicians 
informed  their  patients  they  had  lost  their  sight.  These 
evidences  of  the  severe  anxiety  which  blindness  evokes 
in  some  ophthalmologists  makes  more  understandable 
their  reticence  in  telling  their  blind  patients  of  their 
condition.  Of  course,  these  doctors  are  not  aware  that 
their  patients  must  accept  their  blindness  before  the 
rehabilitation  process  can  begin. 

A  relevant  factor  in  this  connection  is  the  attempt 
by  the  physician  and  society  in  general  to  prevent  the 
depression,  which  is  so  correctly  believed  to  result 
from  the  patient’s  awareness  of  his  true  disability.  One 
often  gets  the  feeling  that  the  physician  or  relative  is 
attempting  to  forestall  his  own  despair  and  depression 
by  helping  the  patient  believe  he  is  not  actually  blind. 
This  might  explain  the  aspect  of  denial  and  avoidance 
so  prevalent  in  the  resistance  to  clarifying  the  real 
situation  to  the  patient.  Of  course,  those  who  persist- 
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ently  offer  hope,  in  order  to  forestall  the  depression, 
are  unaware  that  they  are  thereby  impeding  the  re¬ 
habilitation  process. 

A  recent  clinical  case  may  help  in  our  understand¬ 
ing.  A  forty-four-year-old  divorced  woman  lost  her 
sight  some  six  months  before  coming  to  the  rehabilita¬ 
tion  center.  She  had  been  an  active,  sociable,  inde¬ 
pendent  bookkeeper  before  losing  her  sight  due  to 
glaucoma.  The  shock  period  had  been  minimal,  since 
she  had  been  progressively  losing  her  vision  for  a  few 
years.  She  had  severe  feelings  of  hopelessness  and  de¬ 
pression  which  her  friends  would  never  allow  her  to 
express.  Urged  on  by  friends  and  relatives,  she  saw 
some  eight  doctors  who  offered  surgery  and  a  variety 
of  advice.  She  was  constantly  told  that  she  must  never 
let  it  get  her  down,  that  if  she  prayed  enough,  sight 
would  return,  and  to  keep  her  courage  up.  She  knew 
that  any  expression  of  her  feelings  of  sadness  would 
not  be  countenanced.  In  fact,  when  she  awoke  from 
sleep,  crying,  her  relatives  told  her  she  should  be 
ashamed  of  herself  for  having  such  a  defeatist  attitude. 
Her  ophthalmologist  responded  to  her  expression  of 
sadness  and  fear  for  the  future  by  saying  that  these 
were  terrible  thoughts.  He  had  been  so  proud  of  her 
courage  and  bravery  and  strength,  and  here  she  was 
giving  way  to  her  feelings  like  a  baby. 

When  this  woman  came  to  our  center  from  another 
state,  since  she  had  made  no  movement  in  learning 
how  to  live  as  a  blind  person,  we  explained  that  we 
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understood  such  feelings  of  despair.  In  a  sense,  we  gave 
her  permission  to  go  into  a  depression,  which  indeed 
occurred  the  next  morning.  For  the  first  time  in  six 
months,  she  was  unable  to  get  out  of  bed,  cried  all  day, 
was  unable  to  eat,  and  expressed  her  feelings  of  hope¬ 
lessness  and  despondency.  In  less  than  a  week,  she  was 
much  brighter  and  began  to  attend  the  classes  and,  for 
the  first  time,  showed  an  ability  to  learn  travel  training 
and  some  of  the  other  things  she  would  have  to  know 
in  adjusting  to  blindness. 

She  soon  visited  an  ophthalmologist  for  treatment  of 
an  eye  drainage.  Interestingly  enough,  he  told  her  not 
to  give  up  hope,  that  there  was  a  strong  possibility  that 
vision  might  return.  When  I  called  the  doctor,  he  ex¬ 
plained  that  he  just  wanted  to  brace  the  patient  up, 
since  “it’s  easy  to  get  depressed  when  you’re  blind.” 
His  well-meant  effort,  however,  served  to  confuse  the 
patient  who  had  to  pass  through  another  period  of 
depression  before  she  could  proceed  with  her  rehabili¬ 
tation. 

This  and  many  other  experiences  have  indicated  that 
the  depression  is  a  necessary  precursor  to  the  relearn¬ 
ing  that  is  so  necessary  for  the  newly  blinded  adult. 
It  is  possible  to  hasten  the  movement  out  of  the  de¬ 
pressed  state  by  the  judicious  use  of  activities  and  tasks. 
The  patient  will  often  get  a  “lift”  after  he  has  success¬ 
fully  accomplished  some  task  he  believed  difficult  at 
first.  Such  a  task  might  be  simply  the  ability  to  navi¬ 
gate  correctly  to  the  bathroom,  or  correctly  writing  a 

8  i 


PSYCHIATRIC  PROBLEMS 

letter  with  the  help  of  a  script  board.  However,  if  he 
is  presented  with  an  overambitious  task  which  he  can¬ 
not  accomplish,  the  depression  may  be  intensified.  An 
example  of  such  a  task  is  the  beginning  of  teaching 
braille  while  the  patient  is  still  depressed. 

The  depression  exists  and  is  in  close  relation  with 
the  state  of  dependence  in  the  newly  blinded  person. 
Of  the  many  other  problems  that  are  encountered  in 
the  rehabilitation  of  the  blind,  those  relating  to  de¬ 
pendency  needs  are  prominent.  During  the  first  stages 
of  blindness,  the  person  is  almost  totally  dependent 
upon  others  for  even  his  smallest  requirements.  This 
even  extends  to  the  need  to  be  fed.  In  many  ways, 
after  the  loss  of  sight  the  patient  becomes  an  infant 
again.  This  is  in  keeping  with  the  idea  of  a  rebirth, 
necessary  in  the  rehabilitation  of  the  blind.  He  must 
learn  again  to  walk,  hear,  talk  and  eat.  His  almost  total 
dependency  reawakens  his  childhood  conflicts.  Inter¬ 
estingly  enough,  I  have  heard  of  cases  where  bladder 
control  is  lost,  although  this  may  seem  quite  removed 
from  loss  of  vision.  In  those  people  with  strong  needs 
for  dependency,  blindness  can  be  used  as  a  rationaliza¬ 
tion  for  fulfillment  of  these  needs.  A  sympathetic  and 
sometimes  guilty  social  milieu  occasionally  is  willing  to 
satisfy  these  dependency  needs  to  an  amazing  degree. 

The  principles  of  weaning,  encouragement  of  inde¬ 
pendence,  and  maturation,  characteristic  of  childhood 
development,  are  valid  in  the  readjustment  of  the  blind 
person.  During  this  stage  of  maturation,  working  with 
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well-trained  blind  teachers  is  extremely  valuable,  for 
identification  and  emulation  remain  excellent  means  of 
learning.  Also,  the  feeling  of  strength  that  occurs  when 
the  blind  individual  makes  his  first  “solo”  flight  into 
town  is  a  major  stimulus  for  further  development  to¬ 
ward  independence. 

In  conclusion,  those  problems  related  to  the  patient’s 
acceptance  of  his  condition  emphasize  an  emotional 
and  cognitive  state  that  must  occur  before  efforts  at 
rehabilitation  can  be  effective.  The  handicapped  per¬ 
son  must  believe  he  is  disabled,  and  then  he  can  learn 
to  live  with  his  disability.  In  blindness,  a  very  welcome 
relief  from  struggle  occurs  with  the  patient’s  accept¬ 
ance  of  his  condition.  After  that,  he  can  investigate  his 
limitations  and  capacities.  In  a  recent  volume  published 
by  the  U.  S.  Office  of  Vocational  Rehabilitation,  en¬ 
titled  Psychological  Aspects  of  Physical  Disability ,2 
there  is  evidence  that  the  same  principles  relate  to  the 
other  physical  handicaps.  This,  however,  should  not  be 
surprising,  since  all  rehabilitation  is  based  on  emotional 
and  motivational  states.  The  attitudes  the  person  holds 
toward  himself  and  his  affliction  form  the  groundwork 
for  any  movement  toward  the  relearning  and  readjust¬ 
ment  we  call  rehabilitation. 
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In  1955,  Dr.  Cholden  was  serving  as  Act¬ 
ing  Chief ,  Chronic  Psychiatric  Service , 
National  Institute  of  Mental  Health,  De¬ 
partment  of  Health,  Education  and  Wel¬ 
fare  in  Bethesda,  Maryland.  His  deep  and 
fundamental  interest  in  blind  persons  had 
not  diminished,  however.  The  paper  uThe 
Effects  of  Monetary  Giving  on  Human 
Beings ”  was  presented  at  the  convention 
of  the  American  Association  of  Workers 
for  the  Blind  in  Quebec  City,  Quebec,  in 
1999.  It  was  printed  in  the  Proceedings 
for  that  year. 


XHE  SERIOUS  CONSIDERATION  of  this  Sub- 
ject  was  somewhat  disconcerting  to  me. 
We  all  have  experienced  the  giving  and 
taking  of  money  in  our  lifetimes,  and  we 
can  recognize  a  multitude  of  effects  or  reactions  in  our¬ 
selves.  Therefore,  at  first,  this  subject  seemed  too  large 
to  consider — without  being  excessively  vague  and  gen¬ 
eral.  More  than  that,  it  led  me  to  a  kind  of  quagmire  or 
swampland  of  ideas.  For  as  I  proceeded  to  think  of  any 
single  aspect  of  this  subject,  I  would  find  myself  look¬ 
ing  deeper  and  deeper  into  areas  that  seemed  bottom¬ 
less,  and  that  I  was  strangely  reluctant  to  explore.  For 
there  was  a  dark  haziness  enveloping  this  subject.  I 
read  books  and  articles  to  illuminate  my  thinking,  and 
found  very  little  help.  I  then  considered  holding  my 
thoughts  to  the  surface,  before  getting  caught  in  the 
depths  below.  This  prospect  of  staying  on  the  super¬ 
ficial  level  seemed  much  more  pleasant  and  easy,  but 
the  quicksand  of  curiosity  drew  me  further  in  the  de¬ 
sire  to  see  where  my  thinking  might  lead. 

For  example,  when  thinking  of  the  effect  of  mone¬ 
tary  giving  on  the  giver,  there  is  an  immediate  realiza- 


EFFECTS  OF  MONETARY  GIVING 


tion  that  the  giver  gains  some  satisfaction  in  his  act.  In 
studying  this  satisfaction,  one  wonders  if  it  is  a  result 
of  feeling  as  did  John  Donne  that  “no  man  is  an  island 
entire  of  itself,”  and  “any  man’s  death  diminishes  me, 
because  I  am  involved  in  mankind.  .  .  That  we  are 
each  indeed  our  brother’s  keeper,  and  one  man’s  need 
is  everyman’s  misfortune?  This,  then,  might  explain 
the  satisfaction  one  might  feel  in  giving  to  another  hu¬ 
man  being.  It  would  indeed  be  a  high  state  of  maturity 
when  man  experienced  his  common  humanity  with 
other  human  beings,  a  state  seldom  achieved.  It  was 
pleasant,  salutary,  and  rather  gratifying  to  think  that 
man  gives  because  “he  is  noble.”  I  then  wondered  about 
the  meaning  of  nobility.  I  looked  in  some  of  my  books, 
talked  to  a  minister,  looked  into  my  experience  with 
people  and  their  motivations,  and  considered  more 
what  “noble”  meant.  Its  connotation  seemed  to  be  asso¬ 
ciated  with  wealth  and  high  station.  Somehow  the  pic¬ 
ture  of  the  feudal  lord  or  noble  of  the  Middle  Ages 
giving  to  the  serfs  intruded  itself  into  my  thinking. 
Even  the  derivation  of  the  word  generous  is  “of  noble 
birth.” 

Similarly,  when  I  asked  myself  what  is  the  effect  of 
giving  on  the  receiver,  the  first  answer  was  the  ob¬ 
vious,  that  the  receiver  is  grateful.  Of  course,  I  then 
recognized  some  of  the  fallacies  of  the  simple  answer, 
as  I  tried  to  recall  my  own  personal  experience  and 
the  experiences  of  friends  and  patients.  I  was  reminded 
of  the  last  scene  in  a  movie  when  St.  Vincent  de  Paul 
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instructed  a  new  nun  that  she  must  be  humble  when 
she  gave,  for  she  committed  the  terrible  deed  of  mak¬ 
ing  a  person  a  receiver.  I  recognized  again  that  the 
simple  answer  would  not  satisfy  you  who  are  kind 
enough  to  give  me  your  time,  nor  would  it  satisfy  me 
as  one  who  is  expected  to  have  considered  this  topic. 

However,  as  one  thinks  of  this  subject  of  human 
interaction,  one  can  see  that  some  vagueness  can  be 
dispelled,  if  we  attend  to  areas  where  study  has  already 
opened  some  doors  to  knowledge.  But  let  us  keep  in 
mind  from  the  first  the  error  inherent  in  this  sort  of 
generalization,  for  we  are  not  yet  able  to  envelop  and 
categorize  people  so  clearly  that  we  can  speak  of  the 
effects  on  the  human  being  when  he  gives  or  takes 
money.  For  the  glory  of  the  human  being  is  his  unique¬ 
ness  and  difference  from  all  other  such  beings. 

I  would  like  to  approach  this  topic  by  dividing  it 
into  a  consideration  of  the  effects  on  the  three  main 
parties  to  the  giving  transaction:  namely,  the  giver,  the 
dispenser  and  the  receiver.  This  omits  many  of  the 
other  facets  of  the  giving  process;  for  instance,  the 
solicitor  or  the  opinion  of  society.  But  time  will  only 
permit  a  few  thoughts  concerning  these  three  main 
subdivisions  of  this  far-reaching  subject. 

Let  us  think  first  of  what  is  meant  by  the  word 
“effects.”  Does  it  mean  that  we  are  looking  at  the  re¬ 
sponse  of  the  person  to  giving  or  taking  money?  This 
response  will  be  related  to  the  reasons  or  motives  that 
impel  a  person  to  give  or  take  money.  For  the  effect 
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of  monetary  giving  in  human  beings  is  largely  deter¬ 
mined  by  attitudes  and  feelings  surrounding  the  whole 
inner  meaning  of  giving  and  receiving.  We  will  there¬ 
fore  recognize  that  there  are  many  levels  of  consider¬ 
ing  the  effects  of  this  monetary  giving.  In  fact,  the  rea¬ 
sons  or  motivations  directing  one  party  in  giving  or 
taking  may  strongly  affect  the  response  of  the  other 
party  to  the  transaction.  One  might  think  of  the  effect 
on  the  giver  when  he  gives  to  the  ungrateful  receiver. 
Or  the  effect  on  the  receiver  when  he  accepts  from 
the  grudging  dispenser. 

In  considering  the  giver,  I  wondered  why  man  acts 

nobly  at  some  times  and  less  nobly  at  others.  Or,  why 

some  people  seem  to  act  generously,  and  others  seem 

to  act  in  a  more  self-centered  manner.  I  found  some 

$ 

information  on  this  in  the  literature,  described  in  terms 
of  the  altruistic  and  the  egoistic  parts  of  the  person¬ 
ality.  I  was  surprised  to  learn  that  tests  on  people  of  all 
ages,  including  children,  showed  that^altirdsm^isjbiJiQ, 
way  related  to  intelligence;3  that  there  is  no  relation¬ 
ship  between  the  level  of  intelligence  and  the  level  of 
altruism  or  egoism.  In  another  study4  it  was  shown 
that  children  from  six  to  nine  showed  a  certain  degree 
of  altruism,  and  this  amount  of  altruism  was  not  in¬ 
creased  as  they  grew  older.  It  was  surprising  to  learn 
that  one’s,  altruistic  development  stops,  so  to  speak,  at 
the  age  of  nine. 

I  believe  I  shall  have  to  evade  the  very  basic  ques¬ 
tion  of  the  inherent  altruism  of  man  versus  the  learn- 
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in g  of  altruistic  behavior  via  the  rules  and  rewards  of 
culture  and  society.  Time  would  not  allow  me  to  con¬ 
sider  the  very  copious  data  on  that  subject.  I  might 
mention,  however,  Dr.  Hebb  of  McGill  University, 
who  observed  altruistic  behavior  in  chimpanzees  that 
were  close  friends.  This  brought  to  mind  some  of  the 
anthropological  studies  on  primitive  tribes,  which  indi¬ 
cates  a  considerable  amount  of  charitable  and  self- 
sacrificing  behavior.  However,  it  is  to  be  noted  that 
here  reciprocity  is  primary.  Malinowski  in  Crime  and 
Custom  in  Savage  Society  describes  generosity  as  an 
essential  part  of  the  social  system  of  Trobriand  is¬ 
landers — generosity  is  the  highest  virtue  to  them — but 
it  is  not  a  one-sided  affair.  In  this  and  all  the  other 
manifestations  of  their  social  order,  the  altruistic  be¬ 
havior  is  based  on  a  well-assessed  give-and-take,  always 
mentally  ticked  off  and  in  the  long  run  balanced  out. 

Now  let  us  look  for  a  moment  at  some  of  our  pres¬ 
ent-day  reasons  for  giving  money.  First,  we  usually 
give  money  only  to  people  who  are  not  so  well  off  as 
we  are.  Consequently,  in  the  giving  process  we  ac¬ 
knowledge  a  difference  in  economic  status.  The  greater 
the  difference  in  economic  status,  the  more  we  are  im¬ 
pelled  to  give.  This  is  the  reason  that  beggars  will  wear 
their  worst  clothes,  for  they  want  to  emphasize  this 
difference  in  economic  status.  The  well-dressed  beggar 
would  not  get  very  far.  This  has  certain  effects  on  the 
giver  when  he  makes  his  donation.  First,  he  recognizes 
himself  more  clearly  as  a  more  fortunate  human  being. 

9  i 


EFFECTS  OF  MONETARY  GIVING 

Second,  there  is  a  sense  of  beneficence,  a  culturally  ac¬ 
cepted  value  which  equates  goodness  with  charity.  A 
good  man  is  supposed  to  be  aware  of  an  obligation  to 
contribute  to  the  welfare  of  his  less  fortunate  brother. 

However,  the  sense  of  inequality,  whether  economic 
or  physical,  is  associated  with  a  peculiar  feeling  of  guilt 
in  the  more  fortunate  in  relation  to  the  less  fortunate. 
This  has  many  manifestations,  some  of  which  may  be 
shown  by  excessive  generosity,  as  a  means  of  expiating 
the  guilt  of  having  more;  and  some  are  shown  as  re¬ 
jection  of  all  giving,  based  on  the  desire  to  deny  this 
inequality  and  the  feelings  it  produces.  This  guilty  pre¬ 
occupation  with  the  economic  differences,  for  example, 
is  expressed  in  what  is  sometimes  called  “the  New  Eng¬ 
lander’s  hairshirt,”  particularly  with  people  who  have 
inherited  wealth  and  recognize  that  their  fortunate  po¬ 
sition  is  not  personally  gained  by  their  own  efforts.  In 
this  circumstance  the  feeling  of  discomfort  for  being  in 
a  more  fortunate  position  is  expressed  and  neutralized, 
so  to  speak,  by  joining  boards  of  philanthropic  organi¬ 
zations  and  giving  beneficently.  Obtaining  money 
without  effort  would  seem  often  to  be  guilt-provok¬ 
ing.  For  instance,  on  TV  give-away  programs,  it  is 
usual  for  winners  to  offer  at  least  a  good  portion  of 
prize  money  to  charity,  so  that  they  do  not  feel  badly 
about  getting  it  without  working.  Thus,  contrary  to 
popular  opinion  it  would  almost  seem  that  man  feels 
it  to  be  basically  important  to  earn  his  money,  other¬ 
wise  that  it  is  undeserved.  One  way  to  rub  the  taint  off 
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is  to  give  some  of  this  money  to  a  charitable  enterprise. 
You  will  remember  that  “it  is  easier  for  a  camel  to  pass 
through  the  eye  of  a  needle,  than  for  a  rich  man  to 
enter  the  kingdom  of  Heaven.’, 

Many  of  our  cultural  concepts  of  giving  have  re¬ 
ligious  derivations.  The  charitable  man  is  considered 
closer  to  heavenly  reward  than  the  stingy,  nongen- 
erous  man.  For  instance,  one  presumed  that  Old 
Scrooge  was  not  likely  to  get  into  heaven  with  his 
miserly  means  although  he  was  not  a  thief,  just  overly 
thrifty.  However,  when  he  turned  into  a  charitable 
man  everybody  knew  that  he  was  going  to  get  his  re¬ 
ward  sooner  or  later.  This  feeling,  that  charitableness 
is  next  to  Godliness,  may  be  related  to  the  concept  of 
reciprocity  in  charitable  or  altruistic  behavior.  The 
Lord  is  looking  over  one’s  shoulder  and  gives  merits  for 
contributions.  These  seem  to  be  values  which  are  ac¬ 
quired  as  we  develop  an  awareness  of  our  culture’s 
rules  of  living. 

We  can  likewise  balance  our  conscience  by  charity. 
If  we  have  been  bad,  we  should  do  something  good  to 
atone  for  it.  A  common  good  that  can  be  used  for 
atonement  is  giving  to  the  less  fortunate.  This  points 
up  the  aspect  of  giving  for  the  expiation  of  sin  or  guilt. 
It  is  a  balancing  of  the  ledger.  Here  the  person  is  not 
giving  because  he  is  fundamentally  interested  in  the 
receiver  and  wanting  to  help  another  human  being. 
Rather,  he  is  giving  because  of  a  personal  discomfort, 
some  feeling  of  uneasiness  with  himself.  He  is  giving 
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by  a  culturally  acceptable  financial  method  to  raise  a 
depleted  self-esteem.  There  is  also  the  related  super¬ 
stitious  belief  that  charitable  giving  will  be  rewarded 
or  will  prevent  mishaps.  This  seems  not  much  different 
from  the  burnt  offering  or  sacrificial  giving  to  appease 
the  angry  gods.  Often  people  will  make  such  a  char¬ 
itable  offering  before  some  crisis  or  emergency  in  their 
lives.  The  concept  of  reciprocity  is  inherent  in  giving 
of  this  nature.  It  is  “bread  cast  upon  the  waters,”  which 
“will  return  twofold.” 

Another  reason  for  giving  might  be  called  identifi¬ 
cation  in  psychological  terms.  It  is  the  feeling  of  put¬ 
ting  oneself  in  the  other  person’s  shoes,  so  to  speak;  a 
kind  of  adoption  of  another  person’s  attributes.  In  the 
extreme,  this  is  shown  by  people  who  cannot  stand  to 
read  of  someone  dying,  having  an  accident  or  getting 
cancer.  They  will  go  to  pieces  if  they  are  in  close  con¬ 
tact  with  catastrophe  or  serious  illness.  Even  this  has 
deeper  roots.  People  who  unconsciously  feel  that  pov¬ 
erty,  blindness  or  accident  are  punishments  for  sins 
may  react  so  strongly  because  they  also  feel  themselves 
to  be  sinners  and  presumably  liable  to  the  same  punish¬ 
ment.  Such  persons  may  give  money  in  order  that  the 
handicap,  catastrophe,  etc.,  will  not  happen  to  them — 
a  kind  of  psychological  preventative  medicine.  For  ex¬ 
ample,  it  would  not  be  easy  to  raise  a  fund  in  the 
United  States  to  wipe  out  Loa-Loa,  a  very  dread  dis¬ 
ease  found  in  Africa.  For  none  of  us  could  identify 
with  Loa-Loa  sufferers.  We  do  not  think  we  will  ever 
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get  it.  Why  are  we  not  concerned  if  we  are  really  al¬ 
truistic  human  beings?  It  would  not  be  nearly  so  diffi¬ 
cult  to  raise  a  fund  for  the  prevention  of  tuberculosis, 
cancer  or  infantile  paralysis.  Since  we  might  contract 
these  diseases,  a  contribution  is  something  in  the  nature 
of  an  insurance  policy.  We  consequently  hear  the  cam¬ 
paigns  tell  us  how  terrible  these  diseases  are,  saying  in 
effect  “give  so  that  it  will  not  happen  to  you.”  This  is 
certainly  a  valid  reason  for  giving.  This  type  of  identi¬ 
fication  will  have  particular  appeal  in  causes  associated 
with  alleviation  of  bodily  mutilation.  For  the  anxiety 
and  fear  of  such  mutilation  lies  deep  in  all  of  us,  espe¬ 
cially  in  relation  to  punishment  for  our  sins. 

Let  us  look  at  some  of  the  social  reasons  for  making 
contributions.  In  a  rather  interesting  study2  made  in  a 
city  of  eastern  Canada,  the  structure  of  fund-raising 
activity  was  described  from  a  sociological  point  of 
view.  First,  it  was  notable  that  the  givers  were  not 
particularly  concerned  with  the  recipients  of  the  drive. 
It  is  simply  in  the  social  structure  to  give.  Giving  is  a 
duty,  never  a  joy — X  gives  the  money  for  my  project 
and  I  give  him  money  for  his  project,  naturally.  There 
are  punishments  and  often  career  and  social  penalties 
if  the  expected  norms  are  not  maintained.  There  are 
clear  and  expected  contributions  controlled  by  a  small 
group  of  men  who  pass  out  punishments  and  rewards. 
The  effect  of  this  pressure  on  the  giver  is  a  mild  resent¬ 
ment,  but  he  knows  if  he  wants  to  attain  and  maintain 
a  certain  social  status  he  must  play  the  game  according 
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to  expectations.  Certainly  a  significant  amount  of 
monetary  giving  is  motivated  by  similar  social  expecta¬ 
tion  and  social  pressure.  This  would  include  the  sense 
of  social  approval  in  the  mechanics  of  giving,  for 
philanthropy  holds  high  status  value  in  our  social 
hierarchy. 

Sometimes  interesting  reactions  are  seen  in  those  who 
are  acting  as  agents  for  philanthropic  organizations; 
people  who  are  not  giving  their  own  money  to  clients, 
but  are  dispensers  of  money  and  aid.  For  example,  let 
us  mention  workers  in  agencies  for  the  blind  who  are 
occupied  with  giving  financial  or  other  aid.  One  may 
recognize  many  problems  emerging  in  this  type  of 
relationship.  H.  Robert  Blank  has  described  some  of 
these  problems  in  terms  of  transference.1  When  there 
is  an  overidentification  with  a  client  as  “crippled,”  “de¬ 
fective”  and  “castrated,”  this  manifests  itself  in  terms 
of  being  unable  to  think  clearly  and  unable  to  focus 
on  the  client’s  problem.  For  example,  the  worker  who 
identifies  too  strongly  may  show  a  high  level  of  anxiety 
when  he  has  to  say  no  to  the  client.  He  feels  this  to  be 
a  hostile  act  for  he  has  already  put  himself  in  the 
client’s  place  unconsciously.  And  in  terms  of  himself 
identifying,  empathizing  or  putting  himself  in  the 
client’s  place  he  says  “we  deserve  everything  we  ask 
for,  we  have  to  be  protected  from  any  burden  or  frus¬ 
tration,  because  we  are  helpless  and  crippled.” 

It  seems  peculiar,  too,  that  some  people  having  the 
same  deep  feeling  for  a  client  will  respond  in  exactly 
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the  opposite  way.  It  is  as  though  they  cannot  stand  the 
pain  of  this  identification,  and  then  they  take  the  road 
which  might  say  “we  have  nothing  in  common,  I  have 
no  sympathy  or  identification  with  you.”  This  is  simi¬ 
lar  to  the  blind  person  who  will  have  absolutely  noth¬ 
ing  to  do  with  any  other  blind  person.  It  might  be  con¬ 
sidered  a  rejection  of  identification. 

We  sometimes  see  our  workers  reveling  in  the  great 
need  for  approval  on  the  part  of  the  client.  This  is  the 
omniscient,  benevolent  rescuer  role,  in  which  the 
worker  desires  to  play  God.  Such  workers  may  pro¬ 
long  the  client’s  dependence  as  long  as  their  uncon¬ 
scious  needs  are  gratified.  They  will  be  quite  upset  and 
rejecting  if  their  clients  do  not  “behave,”  that  is,  do  not 
play  the  role  of  the  dependent  and  deeply  appreciative 
receiver.  The  maternal  worker,  whose  motherly  inter¬ 
est  in  her  charges  seems  so  exemplary,  may  show  many 
of  the  problems  of  parents.  For  at  the  time  when  these 
clients  become  independent,  the  maternal  worker  be¬ 
comes  uncomfortable,  feeling  rejected  and  thinking 
“after  all  I  have  done  for  him.” 

As  a  professional  rehabilitation  attitude  progressively 
develops,  the  dispenser  of  money  will  recognize  his 
role  with  greater  objectivity.  He  will  realize  that  in 
his  work  he  is  not  a  “giver”  or  a  charitable  person. 
Rather,  he  is  a  worker  with  a  job  that  contains  many 
emotional  booby  traps.  The  professional  attitude  I 
mention  is  simply  an  awareness  of  the  many  pitfalls 
inherent  in  the  dispensing  of  aid. 
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These  and  many  other  evidences  show  us  that  there 
are  deeper  motivations  and  emotional  connotations  in 
giving,  whether  as  a  private  person,  as  the  donator  to 
large  charitable  causes,  or  even  as  a  worker  for  a  social 
agency.  The  simple  response  that  these  givers  are 
“good  people”  does  not  describe  the  full  story.  There 
is  a  reason  for  the  giving,  an  attitude  concerning  the 
giving,  and  an  effect  of  a  very  personal  nature  on  the 
giver. 

Now  let  us  direct  our  attention  to  the  effect  of 
monetary  giving  on  the  receiver.  Just  as  there  are  dif¬ 
ferent  motives  involved  in  the  giving  process,  so  are 
there  different  reactions  in  the  receiving  process.  Often 
these  reactions  will  be  determined  by  the  motive  which 
is  sensed  behind  the  giving.  They  will  be  coupled  with 
the  attitudes  of  the  receiver  toward  the  receiving  role, 
and  these  are  dictated  by  our  cultural  upbringing.  This 
is  particularly  true  of  attitudes  toward  the  dependent 
adult. 

We  recognize  that  dependency  is  in  the  very  core 
of  the  human  personality.  This  may  result  from  the 
long  early  stage  of  dependency,  characteristic  of  the 
human  species.  Aspects  of  this  long  state  of  security 
may  be  reactivated  when  the  adult  is  again  thrown 
into  a  dependency  state  resulting  from  becoming  the 
recipient  of  money.  In  the  infant  and  child  such  de¬ 
pendency  is  acceptable.  It  is  a  comfortable  state  in 
which  personal  responsibility  is  not  necessary,  and 
our  needs  are  met  by  others  who  are  accountable  for 
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our  welfare.  This  is  the  passive  aspect  of  dependency. 
Soon  society  and  our  own  development  tells  us  that 
we  now  must  assume  responsibility  for  meeting  our 
needs  through  our  own  abilities.  Yet  there  are  many 
evidences  that  in  the  deeper  recesses  of  our  being  we 
would  each  like  to  go  back  to  this  passive,  nourished, 
irresponsible  state.  We  build  certain  defenses  against 
this  desire,  social  cultural  defenses  which  indicate  that 
this  is  not  mature  behavior,  this  is  not  a  constructive, 
acceptable  desire.  Yet  any  nurse  will  tell  you  of  the 
surprising  reactions  that  are  shown  when  people  have 
a  reason  for  regressing  or  falling  back  into  a  dependent 
state.  In  hospitals,  where  it  is  acceptable  to  be  depend¬ 
ent,  strong  men  may  change  to  whimpering  children, 
wanting  every  slight  desire  attended  to  immediately. 
Others  may  reject  dependency  with  particular  vio¬ 
lence,  so  that  you  find  the  otherwise  pleasant,  warm 
and  considerate  person  becoming  hostile,  vitupera¬ 
tive  and  rejecting  needed  help.  This  is  an  aggressive 
rejection  of  the  dependent  state.  Essentially  these  peo¬ 
ple  are  both  dealing  with  their  reactions  to  the  de¬ 
pendency  situation.  One  accepts  his  dependency  com¬ 
pletely  and  regresses  to  an  earlier  infantile  state.  The 
second  fights  the  same  desire  and  strikes  out  vigorously 
against  such  a  relationship. 

The  reaction  to  such  a  state  is  especially  a  problem 
when  there  is  present  illness,  blindness,  etc.,  which  al¬ 
ready  will  have  the  effect  of  reactivating  the  depend¬ 
ency  state.  Then  the  imposition  of  an  economic  de- 
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pendency  may  serve  to  fix  or  fortify  this  regressive 
state  of  being.  Of  course,  the  person's  attitude  toward 
the  cause  of  his  dependent  state  will  also  affect  his 
reaction. 

One  of  the  clearest  social  attitudes  toward  the  de¬ 
pendent  state  is  that  of  personal  devaluation.  This  will 
be  felt  as  a  lowering  of  self-esteem,  for  the  receiving 
person  is  often  less  valued  and  less  acceptable  as  a 
human  being.  This  is  the  other  aspect  of  the  status 
relationship  noted  in  the  giver  who  feels  raised  in  status 
by  giving. 

This  attitude  of  feeling  less  a  person,  because  of  the 
dependent  state,  naturally  arouses  considerable  feel¬ 
ing.  Not  the  least  of  such  feelings  is  an  emergence  of 
guilt  for  being  a  burden  that  is  derived  from  the  feel¬ 
ing  of  shame  for  not  maintaining  the  mature  role  of 
adulthood. 

I  am  not  sure  of  the  derivation  of  the  considerable 
hostility  that  so  often  accompanies  the  dependent  state. 
An  old  psychological  adage  says  “dependency  breeds 
hostility.”  We  could  postulate  its  cause  in  terms  of 
differing  social  status,  self-pity,  the  feeling  of  being 
the  innocent  victim  of  circumstances,  misunderstood 
by  the  environment,  etc.  Or  possibly  hostility  is  de¬ 
rived  from  frustration  of  the  desire  for  independent 
existence.  To  find  the  delicate  balance  of  contentment, 
satisfaction  and  maximum  utilization  of  potentialities 
is  remarkably  difficult  in  the  recipient  state. 

In  my  paper  on  “Group  Therapy  with  the  Blind”,* 

*  Page  31. 


1  o  o 


A  PSYCHIATRIST  WORKS  WITH  BLINDNESS 

I  described  the  aggressiveness  expressed  by  various 
groups  of  bliad  clients  toward  the  sighted,  and  even 
toward  the  partially  sighted.  As  I  have  considered  this 
with  different  people,  blind,  partially  blind  and  sighted, 
I  have  often  heard  the  explanation  for  the  feeling  of 
hostility  toward  the  partially  sighted  to  be  as  follows: 
“They  get  the  benefits  of  being  blind,  without  the  dis¬ 
advantages.”  When  I  asked  about  the  benefits  of 
blindness,  these  were  usually  described  in  terms  of 
lack  of  responsibility,  not  having  to  produce  unless 
one  desires  productivity,  etc.  In  other  words,  one  can 
be  dependent  when  one  is  blind  without  obtaining  so¬ 
ciety’s  derogatory  opinion.  One  must  consider  the 
reaction  to  the  dependent  state  a  resultant  of  the  per¬ 
sonality  growth  and  structure.  For  it  can  either  be 
enjoyed  or  despised  according  to  the  manner  in  which 
the  dependency  needs  of  childhood  were  resolved. 

Some  of  the  emotional  connotations  of  dependency 
in  the  receiver  are  connected  with  the  controlling 
meanings  of  money.  The  giver  or  nourishing  figure 
of  necessity  puts  himself  on  a  different  level  from  the 
receiver.  He  is  stronger,  the  receiver  is  weaker;  he  is 
superior,  the  receiver  is  inferior;  for  in  our  society  it  is 
more  blessed  to  give  than  to  receive,  and  it  is  also  a 
symbol  of  strength  to  be  a  giver  and  a  symbol  of  weak¬ 
ness  to  be  a  receiver.  One  cannot  be  free  on  an  emo¬ 
tional  level  with  the  giver,  especially  if  one  feels  angry, 
or  dissatisfied,  for  one  then  takes  the  chance  of  losing 
the  nourishment  or  the  lifeline.  Yet  if  blindness  or  any 
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other  physical  handicap  automatically  means  that  a 
dependency  role  is  acceptable,  then  receiving  is  prop¬ 
erly  to  be  expected. 

What  are  the  feelings  when  an  adult  loses  his  sight 
after  he  has  been  struggling  to  attain  and  maintain 
some  independent  role  in  life?  What  is  his  reaction 
to  losing  this  role?  This  is  the  thing  that  so  many  of 
our  clients  feel  with  such  intensity.  Blindness  to  so 
many  newly  blinded  people  means  utter  dependency; 
they  equate  the  stereotype  of  the  blind  beggar  with 
loss  of  personal  integrity  and  loss  of  self-esteem.  The 
proof  to  him  of  this  devaluation  occurs  with  his  ac¬ 
ceptance  of  “charity.”  Sometimes  we  see  the  response 
to  this  in  anger  against  the  nourishing  figure  or  the 
giver;  anger,  however,  which  should  not  be  expressed 
for  it  might  mean  the  loss  of  lifeline.  Sometimes  it  is 
displaced  to  others  such  as  the  general  sighted  public. 

This  aggressiveness  that  I  have  just  described  points 
up  one  mode  of  reaction  to  the  receiving  of  nurture. 
However,  there  are  also  those  clients  who  show  no 
aggressiveness,  who  seem  completely  happy  to  be 
nourished  forever.  These  are  the  clients  that  seem  so 
terribly  hard  to  rehabilitate.  They  seem  to  have  settled 
into  the  state  of  dependent  acceptance,  and  manifest 
very  little  anxiety  or  desire  to  change  this  state.  I  think 
of  these  clients  as  those  who  have  given  up  the  fight, 
so  to  speak.  And  as  one  works  and  understands  them, 
one  recognizes  that  even  in  the  most  dependent,  vege- 
table-like  person  there  is  a  desire  for  independence.  He 
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is  simply  hopeless  of  achieving  it.  The  task  of  the  re¬ 
habilitation  worker  is  to  recognize  this  desire  with  the 
client,  and  to  help  him  utilize  his  resources  and  in¬ 
ternal  growth  forces  in  the  fight  for  rehabilitation  and 
independence.  It  is  simply  the  process  of  maturation 
again. 

How  then  can  giving  be  made  less  incapacitating? 
First,  it  would  be  important  for  the  givers  to  recognize 
their  attitudes  as  givers  and  also  the  attitudes  and  their 
meanings  of  the  recipients.  Next,  as  in  the  parable  of 
the  talents,  we  must  think  of  giving  as  an  investment 
toward  growth,  maturation  and  personal  development. 
It  is  the  natural  heritage  of  each  person  to  be  helped 
to  reach  fulfillment.  I  wonder  in  this  connection  if 
it  is  not  much  easier  to  accept  monetary  aid  from  an 
impersonal  agency  such  as  the  government.  We  do 
not  feel  obligated  to  anybody  or  anything  when  we 
receive  a  public  school  education.  Somehow  it  feels 
like  a  right  of  the  citizen.  If  we  believe  that  the  handi¬ 
capped  person  needs  a  special  type  of  help  for  his 
own  development,  it  may  be  possible  to  alleviate  some 
of  the  anxieties  and  .the  unfortunate  emotional  conno¬ 
tations  of  receiving.  This  would  be  especially  true 
if  a  blind  person  were  considered  not  an  object  of 
charity,  but  simply  someone  who  must  work  harder 
to  get  necessary  data  from  a  world  geared  to  the 
sighted. 

In  the  human  body,  when  one  organ  or  one  group 
of  cells  functions  poorly,  another  group  of  cells  or  an- 
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other  organ  makes  every  attempt  to  compensate,  over¬ 
produce,  nurture  and  help.  This  is  one  of  the  laws  of 
nature.  In  the  cells  of  the  human  society,  if  this  were 
conceived  as  a  natural  law  where  the  handicapped 
were  automatically  helped  by  those  who  are  not  handi¬ 
capped,  there  would  be  no  idea  of  personal  devalua¬ 
tion  resulting  from  handicap.  However,  we  seem  so 
driven  toward  power,  success,  independence  and 
strength  that  it  is  hard  to  consider  others  in  any  other 

value  scheme.  But  what  we  find  in  the  human  body  is 
that  the  compensating  organs  or  cells  are  working 
until  the  other  organs  can  recover.  And  in  the  human 
society  we  must  consider  our  helping  efforts  in  terms 
of  natural  forces  of  the  unhandicapped  toward  help¬ 
ing  the  handicapped  attain  a  recovered  or  contributing 
state. 

Let  me  quote  the  eight  degrees  or  steps  in  the  duty 
of  charity  described  by  Maimonides,  a  twelfth-cen¬ 
tury  Hebrew  theologian  and  physician. 

The  first  and  lowest  degree  is  to  give — but  with  re¬ 
luctance  or  regret.  This  is  the  gift  of  the  hand,  but 
not  of  the  heart. 

The  second  is  to  give  cheerfully,  but  not  propor¬ 
tionately,  to  the  distress  of  the  sufferer. 

The  third  is  to  give  cheerfully  and  proportionately, 
but  not  until  we  are  solicited. 

The  fourth  is  to  give  cheerfully,  proportionately 
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and  even  unsolicited;  but  to  put  it  in  the  poor  man’s 
hand,  thereby  exciting  in  him  the  painful  emotion 
of  shame. 

The  fifth  is  to  give  charity  in  such  a  way  that  the 
distressed  may  receive  the  bounty  and  know  their 
benefactor,  without  their  being  known  to  him. 

The  sixth,  which  rises  still  higher,  is  to  know  the 
objects  of  our  bounty,  but  remain  unknown  to 
them. 

The  seventh  is  still  more  meritorious,  namely,  to  be¬ 
stow  charity  in  such  a  way  that  the  benefactor  may 
not  know  the  relieved  persons,  nor  they  the  name  of 
their  benefactor. 

Lastly,  the  eighth  and  most  meritorius  of  all  is 
to  anticipate  charity  by  preventing  poverty;  namely, 
to  assist  the  reduced  brother,  either  by  a  consider¬ 
able  gift,  or  a  loan  of  money,  or  by  teaching  him  a 
trade,  or  by  putting  him  in  the  way  of  business,  so 
that  he  may  earn  an  honest  livelihood  and  not  be 
forced  to  the  dreadful  alternative  of  holding  up  his 
hand  for  charity.  And  to  this  Scripture  alludes  when 
it  says,  “And  if  thy  brother  be  waxen  poor  and 
fallen  in  decay  with  thee,  then  thou  shalt  support 
him,  Yea  though  he  be  a  stranger  or  a  sojourner , 
that  he  may  live  with  thee.”  This  is  the  highest  step 
and  the  summit  of  charity’s  Golden  Ladder. 
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Where  Do  We 
as  Rehabilitation  Workers 
Feel  Ourselves  Lacking 
that  We  Must  Look  for 
a  Scapegoat? 


The  final  paper  in  this  compilatio?i  was 
prepared  'when  Dr.  Cholden  had  moved 
to  Los  Angeles ,  California,  'where  he  'went 
into  private  practice  as  a  psychiatrist.  In 
spite  of  being  a  very  busy  man  and  an 
outstanding  member  of  the  psychiatric 
profession  he  vcas  always  willing  to  lend 
his  dynamic  personality  to  platform  ap¬ 
pearances  in  behalf  of  blind  persons.  The 
paper  “ Where  Do  We  as  Rehabilitation 
Workers  Feel  Ourselves  Lacking  that  We 
Must  Look  for  a  Scapegoat?”  was  pre¬ 
sented  at  a  meeting  of  the  National  Re¬ 
habilitation  Association  in  St.  Louis ,  Mis¬ 
souri,  in  October,  i  yyy. 


v  .he  topic  of  my  paper  has  to  do  with 
the  role  and  the  attitude  of  the  rehabilita¬ 
tion  worker — the  rehabilitator  as  he  at¬ 
tempts  to  fulfill  himself  in  his  daily  work¬ 
ing  life.  For  each  of  us  must  find  our  fulfillment  in 
our  own  enrichment  in  our  work.  When  we  don’t,  we 
find  instead  that  work  is  a  drudgery  or  an  endless  pro¬ 
gression  of  irritating  events.  The  hopeless  outlook  that 
then  emerges  is  the  nurturing  soil  for  rationalization, 
excuses  concerning  our  own  deficiencies,  and  the  pro¬ 
jection  of  our  own  failures  onto  the  client,  onto  so¬ 
ciety,  etc. 

I  was  thinking  about  society’s  attitudes  toward 
blindness,  and  I  found  I  was  angry  and  disturbed  at 
this  innocent  group  of  respectable  citizens,  and  I  was 
indulging  myself  in  the  old  game  that  is  called,  “Let’s 
blame  society.”  And  this  is  usually  a  game  that  is  prac¬ 
ticed  when  we  find  ourselves  to  be  insufficient. 

Now  I  am  not  saying  that  society  is  pure  and  has 
no  detrimental  attitudes  at  all.  Rather,  what  I  am 
saying  is  that  we  must  clean  our  own  house  before  we 
look  for  dirt  in  the  next  house.  Let  us  for  a  moment 
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consider  the  meaning  of  our  task;  let  us  think  what 
we  are  doing  in  rehabilitating  a  blind  person. 

First,  we  must  realize  that  those  of  our  clients  we 
call  the  acquired  blind  don’t  only  lose  something; 
they  acquire  something.  They  add  something  unto 
themselves;  they  add  blindness.  Such  a  person  lives  in  a 
different  world,  internally  and  externally,  personally 
and  socially.  We  have  heard  about  this — the  dimen¬ 
sions  of  this  world,  the  frights  in  such  a  world.  He 
adds,  however,  the  new  concept  unto  himself  of  being 
a  different  kind  of  person  from  all  other  people  and 
the  kind  of  person  he  was  before.  To  him,  rehabilita¬ 
tion  means  the  reorganization  or  the  bridging  of  the 
gap  between  the  old  self  he  was  and  the  new  self  he 
must  become.  This  is  what  rehabilitation  is,  and  it 
must  be  done  first.  The  mechanics  of  life  must  be  at¬ 
tended  to:  first,  the  walking,  the  reading,  the  earning 
and  the  eating;  second,  his  place  in  the  society  of 
man,  for  now  he  has  a  new  and  unique  position;  and 
third,  the  ways  of  personal  fulfillment — the  ways  he 
finds  satisfaction  and  finds  his  own  enrichment. 

Rehabilitation,  then,  is  a  total  reconstitution  of  the 
being  to  someone  different  from  the  previous  being, 
in  preparation  for  a  different  life.  It  is  really  a  meta¬ 
morphosis,  and  it  is  made  very  difficult  by  the  fact  that 
each  person  resists  such  a  major  change  in  himself; 
he  has  an  inertia  to  the  rehabilitation  processes.  And 
we  as  rehabilitators  cannot  change  him  or  her.  We 
can  only,  by  our  knowledge  and  our  experience,  stand 
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by,  stimulate,  tantalize  and  facilitate  the  internal,  in¬ 
nate  ability  present  in  each  of  our  clients  to  make  this 
change  himself.  This  is  very  important.  We  are  not 
the  changers;  the  client  is  the  changer.  We  are  the 
watchers,  and  we  must  be  helpful  watchers. 

But  how  do  we  as  rehabilitation  workers  see  our¬ 
selves  as  carrying  out  this  ridiculously  ambitious  view 
of  rehabilitation — the  changing  of  a  life?  From  my 
small  experiences  in  the  field,  I  believe  that  we  often 
become  so  involved  in  the  boredom,  in  the  burden  of 
our  daily  efforts,  that  we  forget  our  clients  for  our 
task.  I  recognize  that  this  is  an  abstruse  statement,  but 
let  me  tell  you  what  I  mean.  It  has  something  to  do 
with  the  word  “caseload.”  You  don’t  very  often  hear 
a  rehabilitation  worker  say,  “Oh,  how  nice.  I  have 
two  new  clients,”  but,  “Oh,  my  caseload,  my  burden 
is  increased.” 

We  recognize  rationalization  in  our  clients,  for  we 
see  it  every  day.  The  blind  person  says  that  he  cannot 
become  self-sufficient,  as  a  breadwinner  or  some  other 
way,  because  of  his  handicap.  We  know  he  is  not  a 
realist.  He  is  using  his  blindness  as  a  protection  from 
facing  the  vocational  task  for  which  he  is  emotionally 
unprepared.  In  a  like  manner,  we  find  rehabilitation 
workers  who  say,  “Well,  we  are  understaffed — our 
budget  isn’t  enough — we  are  only  doing  diagnosis — 
we  cannot  do  a  real  rehabilitation  job.”  The  blind  man 
says,  “I  cannot  live  like  other  people  because  I  am 
blind.  I  have  an  excuse.” 
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When  I  come  to  agencies,  very  often  as  I  walk 
through  the  door,  I  hear  the  excuses:  “We  only  have 
four  people,  we  should  have  seven;  we  thought  that 
we  were  going  to  get  this  or  that  kind  of  a  budget.” 
And  we  hear  the  same  thing  from  our  blind  clients 
who  are  really  saying,  “I  can’t  do  it;  I  am  insufficient 
emotionally.”  And  this  is  what  goes  on  in  most  of 
our  work. 

This  rationalization  is  really  a  refuge  from  anxiety 
which  would  result  if  we  really  felt  we  must  meet 
our  responsibility.  Let  each  of  us  ask  what  our  ration¬ 
alizations  are  today.  We’ve  got  them.  I’ve  got  my 
own.  You  have  yours.  Now,  before  you  become  too 
annoyed  with  me,  let  me  tell  you  what  I  feel  is  the 
obligation  of  each  rehabilitation  worker,  whether  an 
occupational  therapist,  a  social  worker,  a  travel  trainer 
or  an  agency  director. 

First,  the  rehabilitation  worker  must  decide  that  he 
will  have  to  know  his  client,  not  his  name  but  his  per¬ 
son,  not  his  vital  statistics  but  his  past  hopes  and 
dreams,  his  present  feelings  toward  his  handicap  and 
his  aspirations,  both  shattered  and  possible.  For  when 
he  is  well  understood,  we  can  stand  by  as  he  rebuilds 
and  with  the  help  of  our  experience  in  this  rebuilding 
process,  we  can  serve  as  a  reservoir  of  strength  and 
hope  for  him. 

Not  long  ago  I  consulted  with  the  staff  of  a  fine 
diagnostic  center,  and  they  brought  up  a  case  that  pre¬ 
sented  many  problems  that  they  did  not  know  how 
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to  deal  with.  This  was  an  excellent  center,  but  they 
couldn’t  possibly  know  how  to  deal  with  the  man’s 
problems  and  the  problems  he  created  in  the  center. 
When  I  asked  how  long  he  had  been  blind  and  what 
had  blinded  him,  they  didn’t  know.  They  were  trying 
to  rebuild  without  having  the  vaguest  idea  of  the  ma¬ 
terial  or  the  stuff  they  were  rebuilding.  No  carpenter 
would  do  that. 

They  did  not  know  his  old  self,  his  new  self  and  his 
dreamed-of  self.  When  you  know  less,  you  are  a  tech¬ 
nician  in  the  worst  sense  of  the  word.  What  do  you 
think  of  the  doctor  who  is  only  interested  in  listening 
to  your  heart  and  not  at  all  interested  in  listening  to 
you?  He  is  a  technician.  He  may  be  a  good  technician, 
as  we  must  all  be  technically  competent.  But  we  must 
be  more;  we  must  realize  that  what  we  do  affects  the 
total  life  of  a  human  being,  no  matter  what  our  posi¬ 
tion  is  in  the  rehabilitation  process.  Do  we  always, 
then,  act  with  respect  for  the  serious  nature  of  our 
task  in  rehabilitation? 

Is  it  too  severe  to  compare  our  efforts  to  that  of  a 
doctor  who  must  consider  the  whole  future  life  of  his 
patient  in  every  operation  he  does,  that  the  omission 
of  one  step  in  the  reconstructive  process  may  spell 
doom  in  a  total  life?  We  expect  every  bit  of  the  doc¬ 
tor’s  knowledge  and  skill  to  be  at  our  disposal;  his 
results  are  clearly  important.  But  I  maintain  that  so  are 
our  results.  How  would  we,  as  the  doctor’s  patient, 
respond  to  the  information  that  he  can’t  do  a  good 


REHABILITATION  WORKERS 

operation  because  he  is  poorly  staffed,  and  the  budget 
isn’t  good,  and  the  operating  tools  aren’t  what  they 
should  be?  We  would  figure  that  this  man  shouldn’t 
be  doing  surgery. 

But  how  do  we  deal  with  a  client  who  isn’t  inter¬ 
ested  or  is  slow  in  learning  braille  and  travel?  Do  we 
feel  we  had  best  spend  our  time  with  people  who  want 
help  more?  Have  we  manufactured  some  explanation 
or  rationalization  for  our  failure  as  teachers  and  re¬ 
habilitation  workers?  There  are  so  many  of  these  ra¬ 
tionalizations — I  use  them  myself,  you  know.  After 
forty,  what  can  you  do?  He  has  been  blind  for  eight 
years  and  nobody  has  helped  him,  he  is  through.  We 
have  such  a  cavalier  attitude  and  a  kind  of  a  casualness 
in  rehabilitation  work.  It  frightens  me! 

With  this  attitude,  we  often  condemn  people  to  a 
life  of  doom.  How  many  times  have  I  heard  someone 
say  that  this  man  is  so  stubborn  we  can’t  work  with 
him.  He’s  lazy.  There  is  an  agency  where  three  days 
after  the  client  has  been  received  he  is  classified  “un- 
rehabilitatable.”  “There  might  be  a  limited  goal”  is  the 
second  stage,  and  the  third  is  “possibly  rehabilitatable”. 
Bingo!  Three  days!  How  many  of  us  feel  that  these 
contacts  are  failures  on  our  part?  It  would  be  very 
hard  on  us  personally  if  we  felt  these  failures.  And  that 
is  the  purpose  of  the  ready-made  excuse  or  rationaliza¬ 
tion  that  we  shouldn’t  be  hurt. 

This  is  not  to  say  that  we  must  force  our  patients  to 
do  things  (far  from  it),  that  we  have  got  to  rehabili- 

i  14 


A  PSYCHIATRIST  WORKS  WITH  BLINDNESS 

tate  them  with  a  fervor.  You  don’t  get  very  far  that 
way.  But  we  must  dedicate  ourselves  to  an  understand¬ 
ing  of  each  disorganized  life  that  fate  has  put  into  our 
hands,  and  to  be  humble  before  the  enormity  of  our 
task.  When  we  realize  that  during  this  rehabilitation, 
this  bridging  period,  the  way  we  function  will  decide 
the  remaining  years  of  our  client’s  life,  decide  whether 
it  will  be  torture  or  a  satisfying  lifetime,  we  can  be¬ 
come  frightened  with  such  a  responsibility. 

If  that  is  the  fact  of  rehabilitation  as  I  see  it,  it  is 
a  very  serious  business.  It  is  such  a  difficult  business, 
for  we  deal  with  the  most  ephemeral  of  materials: 
attitudes,  ideas,  concepts  of  self,  aspirations,  ambitions. 
These  things  are  as  wispy  and  as  formless  in  body  as 
cobwebs,  yet  those  are  the  things  th'at  determine  the 
meaning  and  the  direction  of  living.  These  attitudes 
determine  whether  blindness  is  life  or  death.  And  at¬ 
titudes  are  contagious;  the  ophthalmologist,  the  braille 
teacher,  the  nurse  and  relatives,  each  affects  the  blind 
person  with  an  attitude. 

Now  we  have  looked  at  some  of  the  rationalizations; 
let  us  pause  a  moment  to  look  at  our  attitudes  toward 
blindness.  With  what  germ  are  we  infecting  our 
client?  And  with  what  germ  do  we  infect  our  staffs 
so  that  it  goes  down  to  the  client  and  to  the  relatives 
and  society  because  we  are  infectious,  too?  Are  we 
deeply  optimistic  or  pessimistic  about  the  life  of  a  blind 
person?  Are  we  Pollyannas  or  brooders  of  doom? 
What  do  we  personally  feel  that  life  as  a  blind  individ- 
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ual  is?  And  this,  by  the  way,  is  directed  at  those  reha¬ 
bilitation  workers  for  the  blind  who  are  themselves 
blind.  I  have  seen  as  much  calling  of  doom  in  rehabili¬ 
tation  workers  who  are  themselves  blind,  as  much 
capriciousness  in  their  attitude  toward  rehabilitation 
as  I  have  ever  seen  in  the  sighted. 

Now,  what  we  personally  feel  about  the  life  of  a 
blind  individual,  of  course,  is  in  some  way  related  to 
why  we  are  in  this  field  and  how  we  operate  in  this 
field.  I  have  seen  rehabilitation  workers  who  basically 
feel  that  the  life  of  a  blind  person  is  so  empty  and 
hopeless  that  only  through  the  kindness  and  adminis¬ 
trations  of  his  good  mother  will  life  be  made  better 
for  him.  I  have  seen  the  gimlet-eyed  technician  who  is 
full  of  practicality  and  realism,  who  looks  at  the  client 
and  says,  well,  he  can’t  do  this  because  of  such-and- 
such,  and  he  rejects  his  clients  with  very,  very  good 
rationalizations.  So  you  find  some  of  our  workers  who 
make  people  more  helpless  than  they  need  to  be,  some 
who  reject  them  and  throw  them  out  into  the  field.  On 
the  other  hand,  we  find  many  workers  who  do  as  ade¬ 
quate  a  job  as  can  be  done. 

This  business  of  attitude  is  a  tricky  business.  I  first 
became  acquainted  with  the  concept  of  attitude  when 
I  started  working  in  the  rehabilitation  center  in  To¬ 
peka.  I  came  across  some  of  our  clients  who  had  not 
known  for  years  that  they  were  really  and  clearly, 
definitely  blind,  because  very  well-meaning  ophthal¬ 
mologists  did  not  know  the  effect  on  the  rehabilitation 
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procedure  process  of  not  clearly  telling  their  client  he 
was  blind. 

And  so  I  thought,  why  that  is  easy — just  tell  them. 
And  I  was  invited  down  to  Mexico  City  to  the  Pan 
American  Ophthalmological  Congress  to  talk  about 
informing  a  patient  of  blindness,  and  I  told  them  some 
of  these  things.  And  the  first  five  questions  that 
emerged  from  the  audience  of  ophthalmologists  (cer¬ 
tainly  very  competent  people,  very  kind  people)  was, 
“Doctor,  how  could  you  go  round  telling  people  that 
they  are  blind?  They  will  commit  suicide.  It  is  like 
telling  them  that  they  are  dead.”  One  man  said,  “Doc¬ 
tor  Cholden,  do  you  understand  the  tragedy  of  blind¬ 
ness?”  And  I  realized  why  they  weren’t  telling  people 
that  they  were  blind.  They  couldn’t.  It  was  too  tragic. 
But  what  an  infectious  attitude!  What  will  their  pa¬ 
tients  feel?  How  would  they  look  at  blindness  with 
optimism?  So  your  job  as  rehabilitation  workers  is 
clear.  You  don’t  deal  with  society;  you  deal  with  the 
first  person  who  tells  somebody  he  is  blind — with  the 
ophthalmologist. 

A  little  later  I  was  invited  to  the  American  Academy 
of  Ophthalmology  and  Otolaryngology  in  Chicago 
which  meets  every  year,  and  they  asked  me  to  give  an 
instruction  course  in  informing  the  patient  of  blind¬ 
ness.  The  meetings  consist  primarily  of  small  groups 
of  doctors,  ophthalmologists,  who  meet  and  talk  about 
something  or  other.  I  told  them  the  same  sort  of  thing. 
It  was  revelationary  to  me  here,  too.  First  I  learned 
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that  there  are  some  residencies  in  ophthalmology  where 
the  word  blind  is  not  allowed.  You  might  use  the 
term  “loss  of  sight,”  but  never  “blind.”  You  can  feel 
the  attitude  this  expresses. 

This  is  part  of  the  social  attitudes.  We  know  so 
many  things  about  ophthalmology.  You  certainly 
would  not  start  working  with  a  client  without  having 
a  good  ophthalmologist  diagnosis,  a  good  cardiac  diag¬ 
nosis.  You  use  these  things  always.  I  have  never  heard 
of  a  diagnosis  of  motivation,  or  of  a  diagnosis  that 
says  how  much  courage,  how  much  internal  strength 
the  client  has.  I  really  think  that  it  is  terribly  impor¬ 
tant,  much  more  important  than  the  fine  consultative 
services  that  we  have  in  the  cardiac  condition,  and 
maybe  even  with  the  ophthalmological  condition.  For 
rehabilitation  is  made  of  attitudes,  of  courage,  of 
strength,  of  desire  to  change,  and  of  information  of 
how  people  get  this  desire.  We  are  babes  in  the  woods 
in  that  area. 

So  first,  we  must  know  what  we  are  doing — a  con¬ 
stant  re-evaluation  of  one’s  efforts  is  basic  to  a  program 
in  every  field  and,  especially  so,  in  ours.  We  must 
know  how  many  of  our  ideas  are  simply  traditional 
hand-me-downs,  uncritically  accepted,  and  how  many 
have  real  value.  We  have  to  know  what  is  truth  and 
what  is  excuse.  This  can  only  be  learned  from  research. 
Then,  we  must  be  willing  to  be  wrong  in  the  interest 
of  our  own  advancement,  adventures,  experiments. 
We  must  try  many  things,  new  things,  in  order  to 
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learn  and  develop  ourselves.  And  each  time  we  have 
tried  something,  invented  an  idea  and  even  failed,  we 
have  advanced  for  we  know  something  more. 

Our  basic  theoretical  formulations  in  this  field  are 
very  insecure;  they  have  very  poor  form  and  until  there 
is  enough  trial  and  error,  not  sufficient  data  will  be 
available  to  help  in  the  new  formulations  that  must 
arrive.  Then  we  must  have  the  courage  to  recognize 
that  each  failure  with  a  client  is  our  own  failure;  that, 
when  we  have  advanced  enough  in  this  field,  we  will 
not  have  the  failures  in  rehabilitation.  Thus,  each  fail¬ 
ure  is  both  a  personal  and  a  professional  lack. 

Now  this  kind  of  starry-eyed  approach  to  such  dif¬ 
ficult  problems  may  sound  really  ridiculously  naive, 
but  it  derives  from  a  firm  conviction  that  further  re¬ 
search,  further  study,  a  real  throwing  of  ourselves  into 
our  task,  recognizing  what  we  are  doing,  will  beat  all 
of  our  present  problems.  That  is,  it  can,  providing  we 
keep  our  eyes  and  ideas  on  the  future  and  shake  off 
the  anchors  of  the  past. 
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